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Abstract 
Violence in workplace is more common in health care settings than in many other work 
environments.  While there is an abundance of literature pertaining to violence and aggression in 
health care, especially where mental health services are being provided, there is a paucity of 
research focusing on the lived experiences of acute care mental health nurses.  The purpose of 
this research was to engage in a dialogue with acute care mental health nurses with regards to 
their personal experiences of patient violence and aggression.  Eight participants were 
interviewed using van Manen’s hermeneutic phenomenological method.  Data collected from the 
interviews was transcribed, coded, and analyzed.  Themes elicited from the analysis included: 
multiple experiences of patient violence and aggression, antecedents to violence and aggression, 
the uncertainty of violence and aggression, managing the risk of violence, the role of the 
organization, uncovering the potential consequences, and disempowerment.  Participants’ 
experiences with patient violence and aggression occurred within three different time periods 
which were identified as: the roots of patient violence and aggression, the act of patient violence 
and aggression, and the aftermath of patient violence and aggression.  Implications for practice, 
policy and education are discussed, along with recommendations for future research.   
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Chapter 1: Introduction 
Violence in the workplace is more common in health care settings than in many other 
work environments. An abundance of literature pertains to violence and aggression in health 
care, especially in areas where mental health services are provided.  Previous researchers have 
reported that emergency and mental health nurses experience higher levels of violence compared 
to other nursing specialties (Hartley & Ridenour, 2011; Hesketh, et al., 2003; Howerton Child & 
Mentes, 2010; Yang, Stone, Petrini, & Morris, 2018).  The violence occurring in health care 
organizations makes up one quarter of the overall incidents of workplace violence (Accreditation 
Canada, 2016).  The Manitoba Nurses Union (MNU) (2017) reported that nurses frequently 
experienced violence in their work.  Fifty-six percent of Manitoba nurses reported being 
physically assaulted, 46% have been punched, and 39% bitten by patients (MNU, 2017).  Similar 
findings were found amongst registered nurses in British Columbia and Alberta, where 46% of 
nurses surveyed, experienced one or more types of violence: emotional abuse, threat of assault, 
physical assault, verbal sexual harassment, or sexual assault, in the last five shifts worked 
(Duncan et al., 2001).  A national survey of Canadian nurses revealed that 29% of nurses who 
provide direct care reported being physically assaulted by a patient in the previous year and 44% 
reported emotional abuse from a patient, with psychiatric nurses being more likely to report 
emotional abuse (Shields & Wilkins, 2006).  Nurses have reported a high incidence of violence 
and aggression in their work, however it is important to note that most inpatients in acute care 
mental units are not aggressive or violent, and a large portion of violent and aggressive acts are 
carried out by only a small percentage of inpatients (Bourgeois, 2015).     
  While statistics of violent and aggressive events are high, they are limited to formally 
reported cases of assault and abuse, and do not identify the prevalence of violence specific to 
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mental health nurses.  Duncan et al., (2001) discovered that 70% of nurses surveyed did not 
report their violent incident(s).  Hesketh et al. (2003) suggested that complexities of under 
reporting of violent or aggressive events be examined further, as many violent or aggressive 
events in health care go unreported.  Stevenson, Jack, O’Mara, and LeGris (2015) found that 
required hospital safety incident reports were not routinely completed by nurses, and incidents 
where actual physical injury did not occur, were often disregarded.          
 Despite the abundance of literature pertaining to violence and aggression in health care, 
especially in areas where mental health services are being provided, the psychological effects of 
workplace aggression and violence for mental health nurses remains unexamined (Choiniere, 
MacDonnell, Campbell, & Smele, 2014; Rippon, 2000; Ward, 2011).  Nursing students have also 
been identified as victims of workplace violence, most experiencing verbal aggression, which 
ultimately contributes to feeling less safe on mental health units (Bilgin, et al., 2016).  Little is 
known about the ways in which nurses experience violence and aggression in their workplaces 
(Choiniere, et al., 2014; Whittington, 2002).  The negative impact of widespread violence in 
health care burdens the delivery of services, including the quality of care, and the decision of 
health care workers to vacate the field (International Labour Office (ILO), International Council 
of Nurses (ICN), World Health Organization (WHO), & Public Services International (PSI), 
2002).    
 Previous researchers have identified gaps in the literature and a need to further explore 
the psychological impact of patient aggression and violence for nurses working in acute care 
mental health settings.  The understanding of mental health nurses’ lived experience may help 
bring clarity and understanding to potential psychological impact of exposure to patient violence 
and aggression.  The goal for this phenomenological study was to unveil the experience of acute 
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care mental health nurses working with violent or aggressive patients, and to provide the 
opportunity to share lived experiences.  Hermeneutic phenomenology was used to answer the 
question: what are the experiences of acute care mental health nurses in dealing with violent or 
aggressive patients?  
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Chapter 2:  Literature Review 
 The researcher has completed an extensive review of the literature pertaining to nurses’ 
experiences with patient violence and aggression.  Literature was retrieved in databases such 
PubMed, CINAHL, and Ebsco Host.  Search terms included violence, mental health, nursing, 
nurses, acute care, aggression, and psychiatry, used in various combinations.  Documents 
mentioning violence in health care were reviewed.  Finally, an examination of reference lists 
from retrieved articles was part of the literature review.   
Ripon (2000) argued the problem with addressing violence in healthcare is exacerbated 
by the lack of a standardized definition of violence and aggression.  According to Duncan et al. 
(2001), “some research will include only reported assaults resulting in injury, while others cite 
epidemiological measures, such as prevalence and incidence, for which denominators are 
inconsistently derived or omitted from the reports” (p.63).  Stevenson et al. (2015) also discussed 
the complexities of defining patient violence, as not one of the study’s participants provided the 
same personal definition, and many participants remarked that verbal aggression is so prevalent 
it is often not considered to be a form of violence.  Major themes in the literature review 
included violence as part of the job, varying definitions of terms such as violence and aggression, 
the impact on nurses’ mental health and job satisfaction, and the impact on the quality of patient 
care.   
Violence as Part of the Job 
 Several barriers exist which challenge the understanding of violence in health care, and 
its impact on mental health nurses.  Ubiquitous in the literature is the perception that violence for 
mental health nurses is part of the job (Bilgin, 2009; Lanza, Rierdan, & Zeiss, 2006; Ward, 
2013).   
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Luck, Jackson, and Usher (2006), used a feminist perspective to argue that the gender of 
the nursing workforce is one variable that inflates the risk of violence towards nurses.   Luck et 
al., (2006) suggested that many of the agents of violence towards nurses are men and a large 
portion of nursing professionals are women.  The acceptance of violence against nurses may in 
fact mirror broader social gender inequalities, particularly violence against women (Luck, et al., 
2006).   
This acceptance of a culture of violence in hospitals, may be correlated to the under 
reporting of violent incidents experienced by nurses (Duncan, et al., 2001).  These findings 
appear to have serious implications specific to mental health nurses.  Moylan, Cullinan, and 
Kimpel (2014) found that even though mental health nurses selected never assaulted on the 
quantitative measurement, the nurses verbally reported incidents of violence.  Mental health 
nurses reported incidents of violence, which included hair pulling, being burnt by cigarettes, and 
having coffee thrown at them (Moylan et al., 2014).  Themes arising from female nurses in the 
study were: an expectation of violence to occur at work; not reporting violence for fear of 
reprimand from leadership; fear of blame for the event by colleagues, or managers; the 
questioning of the nurse’s competency; and that the psychological and emotional trauma often 
outlasts any physical effects (Moylan, et al., 2014).  Lanza et al. (2006) speculated that verbal 
aggression is often not recognized as violence, and therefore, often goes unrecorded.  Choiniere, 
et al. (2014) discussed that the normalization of violence for nurses working in mental health is 
the combined result of daily violent events, a regular frequency of near misses, and a lack of 
recognition of these events.  Whittington (2002) found that mental health nurses expressed 
varying levels of tolerance towards patient violence and aggression.  The level of nurses’ 
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tolerance is linked to various factors including years of experience, burnout, and professional or 
personal attitudes (Whittington, 2002).   
Definition of Violence and Aggression 
  Limited consensus as to what constitutes aggression and violence, makes it difficult to 
effectively address the issue of safety in the workplace (Luck, et al., 2006; Rippon, 2000). Inoue 
et al. (2006) found that some international guidelines articulate three categories of violence: 
abuse, sexual harassment, and violence.  As cited by Inoue et al. (2006), previous researchers 
have articulated four categories of violence: verbal aggression, physical aggression, aggressive 
intentions, and attempted aggression.   Different meanings associated with words ‘violence’ and 
‘aggression’ and their various interpretations adds to the confusion.  According to International 
Labour Office (ILO), International Council of Nurses (ICN), World Health Organization 
(WHO), & Public Services International (PSI) (2002), workplace violence includes, “incidents 
where staff are abused, threatened, or assaulted in circumstances related to their work, including 
commuting to and from work, involving explicit or implicit challenge to their safety, well-being 
or health” (p. 3).  Workplace violence includes threats that are either physical, or non-physical in 
nature.  Psychological violence, which is “the intentional use of power, including threat of 
physical force, against another person or group, that can result in harm to physical, mental, 
spiritual, moral or social development” (ILO et al., 2002, p. 4), has become increasingly 
recognized as an issue for health care workers, especially nurses.  In some instances, risk 
assessment tools, such as the Aggressive Incidents Scale (AIS), have been used to provide 
consistent and clear language around the varying types of aggressive or violent behaviours that 
may be exhibited by a patient (Chiamowitz & Mamak, 2015).  Rippon (2000) stated that, “by 
definition, violence is synonymous with aggression.  However, violence is reserved for those acts 
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of aggression that are particularly intense, and are more heinous, infamous or reprehensible” 
(p.456).  Rippon (2000) offered this broad definition of aggression based on an examination of 
the various definitions in the literature: 
“First aggression is behaviour with intent that is directed at doing harm to a living being 
whether harm results or not, or with willful blindness as to whether harm would result.  A 
living being includes all living organisms.  Second, aggression can be physical or verbal, 
active or passive, and can be focused on the victim(s) directly or indirectly.  Aggression 
can occur with or without a physical weapon, and can incorporate psychological and 
emotional tactics such as depriving or withholding food nourishment in the form of food, 
love, or affection.  Aggression can be the manifestation of anger and can be directed 
toward oneself or other persons.  Aggression can also occur in the absence of anger” 
(p.456) 
   Violence as part of the job and the lack of clarity on what constitutes violence and 
aggression, are crucial elements to consider when examining the experiences and impact of 
patient violence for acute care mental health nurses.   
Impact on the Nurses’ Mental Health and Job Satisfaction 
 Presumably, nurses’ exposure to aggressive or violent behaviour by patients has a 
detrimental effect on nurses’ mental health (Inoue, et al., 2006).  Violence, or the perceived 
threat of violence, may increase the risk of experiencing symptoms of Post-Traumatic Stress 
Disorder (PTSD) in nurses (MNU, 2015; Richter & Berger, 2006) and secondary traumatization 
(Zerach & Shalev, 2015).  PTSD is a serious mental illness in which a person has endured a 
traumatic event, either directly or indirectly, and experiences an array of post-trauma symptoms.  
These symptoms include intrusive thoughts, nightmares, flashbacks, emotional distress, physical 
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reactivity, avoidance of trauma related stimuli, an increase in negative thoughts or feelings after 
the trauma, and an increase in trauma related reactivity, such as hyper-vigilance, or irritability 
(American Psychiatric Association, 2013).  Zerach and Shalev (2015) reported that, secondary 
traumatization occurs when psychiatric nurses are indirectly exposed to firsthand accounts of 
patients’ intense descriptions of traumatic experiences.  The consequences of this indirect 
exposure also include symptoms of sleep disturbances, intrusive thoughts, fear, and avoiding 
reminders of the person’s traumatic experience (Zerach & Shalev, 2015).  At this time, there is a 
paucity of research data on the prevalence of PTSD in psychiatric hospital staff that have 
experienced workplace violence (Jacobowitz, 2013).  Zerach and Shalev (2015) found that Israeli 
in-patient psychiatric nurses experienced higher levels of both secondary traumatization and 
PTSD symptoms, when compared to those nurses who work in community settings.  Richter and 
Berger (2006) reported that 17% of participants met the criteria for PTSD following an assault 
by a patient and that 10% of participants met criteria for post-traumatic stress six months later.   
 Itzhaki, et al. (2015) found a positive correlation between violence and job stress, and 
that patient violence is a frequent source of job stress for mental health nurses.   Itzhaki, et al 
(2015) also found that mental health nurses may develop resiliency, which is the ability and 
competence of being able to rebound after a disruption, such as the exposure to violence in the 
workplace.  Factors attributed to mental health nurses’ abilities to manage work stress included 
their commitment to the role as mental health nurses, a sense of pride in their ability to work 
with a vulnerable population, and the belief that mental health nursing is a rewarding experience 
(Itzhaki, et al. 2015; Ward, 2011).  Previous researchers have suggested that employers at mental 
health institutions need to ensure the safety of their employees by following legislation and 
creating policies that provide direction on safe work environments (Baby, Glue, & Carlyle, 2014; 
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Itzhaki, 2015).  Additionally, job stress may ultimately impact the retention and recruitment of 
mental health nurses in the future.  Examining mental health nurses’ experience of patient 
violence and aggression offers an opportunity to facilitate dialogue on the impact of violence and 
aggression, solutions to the problem, and its subsequent impact on patient care.  Research around 
violence against mental health nurses has the potential to educate and empower nurses to 
campaign for safer and more respectful workplaces.   
Impact on the Quality of Patient Care  
 The impact of trauma for mental health nurses not only affects the nurses’ well-being but 
may also impact the quality of patient care.  Nurses assaulted by patients, may not feel able to 
defend themselves, or to flee, as they are responsible to protect other patients and put patients’ 
needs ahead of their own (Lanza, Shattell, & Macculloch, 2011).  Nurses experiences in these 
situations differ from those occurring outside of a health care setting.  Nurses are also more 
likely to experience despondency when working with patients when their mental health is 
impaired and as symptoms of stress build up (Inoue et al., 2006).  The type of violence 
experienced does not necessarily predict likelihood of despondency or burnout.  Researchers 
found that both verbal and physical aggression had an impact on burnout for nurses (Gascon et 
al., 2013).  Druxberry and Whittington (2004) found that negative staff interactions are often 
precursors to non-therapeutic relationships, with this issue being exacerbated by nurses that 
distance themselves after an assault.  The significance of the therapeutic relationship between 
nurse and patient during a crisis is paramount (Price & Baker, 2012).  Martin and Daffern (2006) 
demonstrated that nurses who feel unsafe are less likely to engage therapeutically, thus impeding 
the quality of care being provided.   Polacek et al. (2015) proposed that the link between 
engagement and safety is built on the assumption that safety on inpatient units requires not only 
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the physical and psychological safety of patients, but for staff as well.  The ability to engage 
therapeutically with patients is impaired when mental health nurses do not feel safe at work.  
Evidence supports that the impact of patient violence is not only a cause for concern for the 
victims of the abuse, but also for those receiving care.  
The Workplace Violence Cycle 
 The workplace violence cycle, as proposed by Baby, Glue, and Carlyle (2014) is a 
conceptual model that will be used to inform aspects of this study.  Baby, Glue, and Carlyle’s 
(2014) analysis identified four components of the workplace violence cycle.   These components 
include precedents (organization, nursing culture, and perpetrator variables), nature of abuse 
(verbal abuse, physical abuse, and sexual abuse), defining elements (nature of relationship, 
nature of power, nature of act/behaviour), and aftermath (individual, workplace, and 
community).  The authors proposed that the interconnectedness of these four components and the 
combined simultaneous occurrence of these components results in the workplace violence cycle. 
Current research has demonstrated that the prevalence of patient violence and aggression 
for mental health nurses is problematic.  The ramifications of patient violence and aggression are 
interconnected and impact nurses, patients, and the overall health care organization.  There is 
evidence to support that due to the complexities of understanding the lived experience of patient 
violence and aggression for acute care mental health nurses, further investigation in this area is 
warranted.  This type of research not only gains insight into the lived experience of mental health 
nurses but may also provide organizations with valuable insight on resources and interventions 
needed to provide safe, supportive, and therapeutic environments for both patients and staff. 
 
 
 
THE EXPERIENCE OF ACUTE CARE MENTAL HEALTH NURSES 11 
Chapter 3:  Research Design 
 The overall purpose of nursing research is to broaden and advance knowledge (Polit & 
Beck, 2016).  According to Polit and Beck (2016), nursing research is generally conducted 
within two broad paradigms, positivism and constructivism.  Research methods used in nursing 
to conduct inquiry and gather data are either quantitative or qualitative in nature.  Positivistic 
research seeks to gather empirical evidence and is closely aligned with quantitative studies.  
Qualitative studies, which seek to understand human experiences, use a constructivist inquiry 
(Polit & Beck, 2016).   
 Quantitative researchers examining the experience of patient violence for acute care 
mental health nurses indicated a need for qualitative inquiry, suggesting the use of interviews as 
an additional method of evaluation (Inoue, et al., 2006).  The research design of this study 
encompassed qualitative methodology, after the consideration of Streubert and Carpenter’s 
(2011) six significant characteristics of qualitative research:  
 “(1) a belief in multiple realities;  
 (2) a commitment to identifying an approach to understanding that supports the 
 phenomenon being studied;  
 (3) a commitment to the participant’s viewpoint;  
 (4) the conduct of inquiry in a way that limits disruption of the natural phenomena of 
 interest;  
 (5) acknowledged participation of the researcher in the research process; and  
 (6) the reporting of data in a literary style rich with participant commentaries” (p.20).   
 The discipline of nursing benefits from a phenomenological research approach as it is a 
recognized qualitative research method applicable to the examination of phenomena relevant to 
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nursing practice (Streubert & Carpenter, 2011).  The purpose of phenomenology is to describe 
the experience of things, or particular phenomena, as lived experience (Streubert & Carpenter, 
2011).  Van der Zalm and Bergum (2000) discussed the appeal of phenomenological inquiry for 
nurses for it emphasizes an understanding of people, their experiences with their environments, 
as well as the nurse-patient relationship.  Thus, using a phenomenological approach is valuable 
in examining the lived experiences of patient violence for acute care mental health nurses.  
 All aspects of the research process were conducted ethically and with the approval of the 
Brandon University Research Ethics Committee (BUREC).  See Appendix A, Brandon 
University Research Ethics Committee Ethics Certificate for Research Involving Human 
Participants.  The researcher complied with the ethical principles described in the Tri-Council 
Policy Statement:  Ethical Conduct for Research Involving Humans (Canadian Institutes of 
Health Research, Natural Sciences and Engineering Research Council of Canada, & Social 
Sciences and Humanities Research Council of Canada, 2014).  Refer to Appendix B, TCPS 2: 
CORE Certificate of Completion.  The purpose this chapter is to discuss the methodology, 
researcher’s role, research questions, procedural steps, participant selection, and research field.  
The research methods pertaining to data gathering and analysis will also be summarized. 
Research Method 
 The researcher applied a hermeneutic phenomenology approach as described by van 
Manen (1997).  Hermeneutic phenomenology was specifically selected as this method provides 
insight into the human experience and the different ways of being in the world (Dreyfus, 1991).  
Hermeneutic phenomenology has further been shown to provide an understanding of the lived 
experiences of nurses (Wilson, 2014).  Ontological inquiry is focused on uncovering what it 
means to be (van Manen, 1997).  An ontological perspective provided the philosophical 
THE EXPERIENCE OF ACUTE CARE MENTAL HEALTH NURSES 13 
foundation for this research.  The goal of applying hermeneutic phenomenology was not to 
provide answers, but rather, to expose readers to new ways of thinking and to make connections 
with their own past experiences (Smythe, Ironside, Sims, Swenson, & Spence, 2008).  
Hermeneutic phenomenology was attentively applied as a method, using participants’ 
descriptions and explanations to gain a deeper understanding of their experiences of patient 
violence or aggression in acute care mental health settings.  
 The lived experiences of patient violence, or aggression, for mental health nurses 
working in acute care mental health settings were collected using procedural steps outlined by 
van Manen (1997).  This method has been selected as van Manen (1997) described six research 
activities in the dynamic interplay of hermeneutic phenomenology, which is reflective of 
qualitative methodology; 
 “(1) turning to a phenomenon which seriously interests us and commits us to the world; 
 (2) investigating experience as we live it rather than as we conceptualize it; 
 (3) reflecting on the essential themes which characterize the phenomenon; 
 (4) describing the phenomenon through the art of writing and rewriting; 
 (5) maintaining a strong and oriented pedagogical relation to the phenomenon; and 
 (6) balancing the research context by considering parts and whole” (p.30-31). 
Researcher’s Role 
   The researcher is a registered psychiatric nurse with a Bachelor of Science in 
Psychiatric Nursing and is presently enrolled in the Master of Psychiatric Nursing program 
through Brandon University.  The researcher is currently employed as a nurse therapist at a large 
urban facility on the Canadian Prairies.  Previous clinical experience includes acute care mental 
health nurse and clinical resource nurse for a seclusion reduction initiative.  Some of the 
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participants were former colleagues of the researcher.  However, the researcher was never 
employed in position of power over any of the participants. 
 The researcher attended to the lived experiences of participants in a manner that sought to 
comprehend the essence of what was said and responded with thinking that provoked and 
engaged participants (Smythe et al., 2008).  The task of the researcher using Heidegger’s 
hermeneutic phenomenological approach was to “read, listen, ponder, analyze, question, and 
stimulate thinking” (Spence, 2017, p. 837).   Smythe et al. (2008) articulated, researchers of this 
methodology are at no time outside of the research, nor is there planning ahead with confidence 
of what will be.  Instead, researchers are consistently in the midst of the research, making 
choices while encountering and grappling with the restlessness of possibilities (Symthe, et al., 
2008). 
Hermeneutic phenomenology describes the researcher as a co-participant in the research, 
given the assumption that interviewers and participants co-create the data through interviewer-
respondent interaction (Lowes & Prowes, 2001).   Bracketing is a process by which the 
researcher deliberately suspends all judgments or beliefs about the phenomenon being examined, 
or what one already knows about the subject at hand (Streubert & Carpenter, 2011; van Manen, 
1997).  Heideggerian researchers, however, subscribe to the belief that they can merely interpret 
data according to their own beliefs, experiences, and preconceptions, which are a valuable part of 
the research process, and are necessary to include, thus bracketing is not required (Lowes & 
Prowse, 2001; Reiners, 2012).  In lieu of articulating a general analysis, the researcher stayed 
close to the experience itself (Smythe, et al., 2008).  The analysis is derived from the 
hermeneutic circle, which begins with naïve understanding and builds to develop an explicit 
understanding arising from explanation of data interpretation (Streubert & Carpenter, 2011).  
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Engaging in reflexivity, the researcher committed to explicating assumptions of the study, the 
area of practice, the research focus, and acknowledging the impact of these on the data analysis 
(Jootun, McGhee, & Marland, 2009; Lowes & Prowes, 2001; Streubert & Carpenter, 2011).  The 
researcher engaged in reflexive journaling throughout the study.  Reflexive journaling offers a 
process for the researcher to explore new possibilities of being and acting by embracing 
“subjective understandings of reality as a basis for thinking more critically about the impact of 
our assumptions, values, and actions on others” (Cunliffe, 2004, p.407).   
Research Questions   
 Hermeneutic phenomenology was utilized to answer the research question: what is the 
experience of patient violence or aggression for acute care mental health nurses?  Open-ended 
interview questions elicited descriptions of the lived experiences and psychological impact of 
patient violence from acute care mental health nurses.  Refer to Appendix C, Interview Guide 
and Appendix D, Demographic Questionnaire.  The researcher engaged participants in 
discussing their lived experiences with open ended and clarifying questions, without leading the 
discussion (Streubert & Carpenter, 2011).  While each interview included written prompts in 
hopes of eliciting similar subject matter, each discussion was uniquely different, encouraging an 
organic dialogue of the phenomenon from the participant (Smythe, et al., 2008). 
 The consensus as to what constitutes violence and aggression is limited (Luck, et al., 
2006; Rippon, 2000).  For the purpose of this study, and to capture those acts that are either 
aggressive or violent, the terms violence and aggression were used simultaneously.  
Participant Selection and Research Field 
  Purposeful sampling was used to recruit registered psychiatric nurses and registered 
nurses working on in-patient, acute care mental health units, in an urban setting to participate in 
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this study.  The participant inclusion criteria were limited to those who self-identified as having 
experienced patient violence or aggression, worked in acute care mental health for a minimum of 
one year, who were actively working, or had worked within the last year, with youth or adult 
populations, and who were willing to participate in the research study.  Sample size was 
informed by data saturation, that is, when no further themes or essences emerge from the 
interviews, and the data are repeating (Streubert & Carpenter, 2011).   
 Permission to access nurses was obtained from the College of Registered Psychiatric 
Nurses of Manitoba (CRPNM) and the College of Registered Nurses of Manitoba (CRNM), refer 
to Appendix E, Permission to Access Nurses.  An invitation to participate in this study, refer to 
Appendix F, Letter of Invitation, was sent electronically via the CRPNM to registered 
psychiatric nurses who according to their records worked in an urban setting that had an acute 
psychiatric unit. A similar letter of invitation was sent via the CRNM to registered nurses, who 
according to their records, worked in the areas of mental health or psychiatry.  The CRNM was 
unable to limit electronic mailing to those nurses working in an urban setting. Some potential 
participants were unable to take part in the study as they identified as working outside of the 
specified urban setting.  Participants contacted the researcher on their own volition via phone or 
email.  The CRPNM and CRNM did not provide the researcher with any participant contact 
information.  Purposeful snowballing was also applied to the recruitment process.  At the end of 
the interview, participants were given a copy of the letter of invitation to share with potential 
participants.  Participants were informed that this was a voluntary request and they had the right 
to refuse.  One of the eight participants was recruited in this manner.  Interviews occurred in a 
private, mutually agreed upon location.  Each participant agreed to participate and was 
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interviewed once.  Eight mental health nurses participated in this study.  Participant recruitment 
and selection began after ethical approval was obtained.  
 This research was not affiliated with any specific hospital within the specified urban 
setting, thus data collection occurred outside of normal work hours.    
Ethical Considerations 
 The use of humans as participants in research studies requires a specific level of care to 
ensure their rights are protected (Polit & Beck, 2016).  In this study, participants’ privacy, 
confidentiality, and anonymity were preserved through various means.  Electronic data was 
stored on a password protected Universal Serial Bus (USB).  Paper copies were stored under lock 
and key, in a locked filing system in the researcher’s home.  Audio files were stored on a 
password protected computer.  Pseudonyms were used to report findings from the study and any 
identifiable information was removed from the dissemination of data analysis.  Data collected 
was used solely for the purpose for which it was collected and will be destroyed five years after 
the thesis defense. 
 The protection of human subjects stipulates that all participants provide informed consent 
to participate and are aware they have the ability to withdraw from the study at any point in time 
without penalty (Streubert & Carpenter, 2011).  Informed consent was obtained from all 
participants who met inclusion criteria prior to the data collection process.  Refer to Appendix G, 
Consent Form.  The researcher continuously reflected on autonomy, beneficence, and justice to 
ensure that ethical standards were maintained (Streubert & Carpenter, 2011).  As discussed, 
ethical approval for this research was obtained from the Brandon University Research Ethics 
Committee. 
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Data Generation 
 Data was collected through audio taped, semi-structured interviews.  These interviews 
took place over forty to sixty minutes.   A transcriptionist who had signed a confidentiality 
agreement, refer to Appendix H, Transcriptionist Confidentiality Agreement, transcribed 
interviews verbatim.  The researcher verified the text for accuracy after the interviews were 
transcribed.    
 In-depth interviews allowed for a comprehensive account of a person’s experience 
(Wilson, 2014).  Demographic questions for the purposes of describing the sample were asked, 
which included participants’ ages, education, and years of mental health nursing experience.  The 
interview is a social process between the participant and the researcher, thus requiring specific 
considerations during interpretation (Wilson, 2014).  The researcher’s non-verbal observations of 
the participant as well as personal reflections regarding the overall flow of the interview, as well 
as any emotional responses were transcribed into handwritten field notes, refer to Appendix I, 
Field Notes.  The purpose of the field notes was to validate emerging essences, and to highlight 
essential points made by participants, as well as the responses and thoughts of the researcher 
throughout the data collection process (Streubert & Carpenter, 2011).  The process of taking field 
notes allowed the researcher to reflect on preexisting knowledge, personal biases, and questions 
arising throughout the data collection and data analysis (Stevenson, et al., 2015).   
Data Analysis 
 Data analysis is a continuous, emergent process described as a hermeneutic circle in 
which the phenomenon is uncovered through rigorous understanding and interaction (Allen & 
Jenson, 1990; Streubert & Carpenter, 2011).  The researcher immersed herself in the data 
through the reading and re-reading of transcripts and field notes and analyzed the data in three 
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phases.  Following each interview, the researcher engaged in a process of reflection and 
documented thoughts, observations, and experiences as field notes.   
The first phase of data analysis began with initial readings of the text and field notes.  
Accuracy of the transcription was verified during the first reading of the transcript when the 
researcher would listen to the audio and read the transcript simultaneously.  Structural analysis 
occurred during the readings.  Structural analysis offered the researcher the opportunity to 
distinguish common themes and meaningful connections in the data (Streubert & Carpenter, 
2011).  During the second reading of the transcripts the researcher was immersed in the data 
through highlighting and taking notes of each interview individually.  The researcher would 
highlight quotes, that elicited participants’ lived experiences with patient violence and aggression 
in an acute care mental health setting.  The highlighted sections were clustered and assigned 
descriptive codes.  Each interview was coded individually and the codes from all eight 
interviews were transcribed onto an electronic document.  This document was used to compare 
and group the clustered codes.  Groups of codes were determined by the frequency and the 
similarity that was observed throughout all eight interviews. Multiple colors of highlighters and 
markers were used to identify different clusters.  The third phase of data analysis included 
interpretation of the data, during which the researcher reflected on the initial reading and analysis 
of the data (Streubert & Carpenter, 2011; Wilson, 2014). 
Once the three phases of analysis were complete, the researcher engaged in a process of 
writing and re-writing.  During the writing phases, data was continuously being reviewed and 
sorted into emerging themes and subthemes.  Along with electronic documents, the researcher 
used visual aids such as post-it notes and a poster board to identify emerging themes.  The data 
was continuously analyzed in a rigorous process of reading and re-reading.  In the mechanics of 
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writing, the researcher engaged in ongoing verification that the data had been coded accurately 
and would verify audio recordings, re-read transcripts and re-code data as required.  The 
researcher’s coding process was maintained through use of coded transcribed documents, the 
highlighted list of clustered codes, and a list of pertinent quotes.  The researcher kept a decision 
trail through use of coded electronic documents and a hard copy of the codes generated from the 
data.  Through the act of reflexive journaling, the researcher engaged in personal reflection 
aimed at addressing personal biases and assumptions.  The researcher made efforts to not 
separate presuppositions but rather acknowledged and honoured personal biases and 
assumptions.  The purpose of coming to terms with assumptions was not to forget them, but 
instead to consciously keep them at bay and even turn this personal knowledge against itself to 
expose its shallow or concealing character (van Man, 1997).  
Personal Reflection 
 The researcher’s previous work experience included working as an acute care mental 
health nurse and being employed as a clinical resource for a seclusion reduction initiative which 
took place in the specified urban setting.  Based on these past work experiences, the researcher 
acknowledged her own personal beliefs and assumptions with regards to working in acute care 
mental health, which included personal lived experiences of patient violence and aggression.  
To ensure rigour, the researcher reflected on her own experiences with patient violence 
and aggression.  The researcher carefully considered her own personal experience with being 
physically assaulted by patients and was mindful to not cloud participants’ lived experiences 
with the researcher’s.  The researcher used the interview guide as tool to reflect on how the 
researcher might have responded if she had been a participant in this study.  Gaining a better 
understanding of the researcher’s personal experiences and beliefs was helpful in maintaining 
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self-awareness throughout the data analysis.  The researcher did not share or disclose any of her 
personal experiences with participants.  The researcher maintained a sense of curiosity about the 
participants’ experiences by using broad open-ended questions throughout the interview and 
asked clarifying questions. Responses were reflected back, as needed, to ensure understanding of 
the content and meaning. The vivid descriptions and experiences described by the mental health 
nurses are discussed in the following chapter.   
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Chapter 4:  Findings 
The findings in this study included demographic information, information collected from 
participants through semi-structured interviews, and observations made by the researcher 
throughout the interview process.  Participants’ demographic information collected included: age 
range, gender, nursing designation, nursing education, years of acute in-patient mental health 
nursing practice, number of years working adults or children, and total years of psychiatric 
nursing practice.  Field notes were used to document the researcher’s observations following the 
interviews.  The interview transcripts were analyzed using van Manen’s theoretical framework as 
described in Chapter 3.   
Participants 
 The eight participants were individuals who expressed interest in this study and were 
invited to and consented to participate.  In this sample, there were six female participants and 
two male participants.  Half of the participants held active registrations as Registered Psychiatric 
Nurses and the other half as Registered Nurses.  
There was some variation in the nurses’ educational backgrounds.  Seven of the participants had 
completed a baccalaureate degree in either nursing or psychiatric nursing.  One nurse had 
completed a diploma program in nursing.   
This sample consisted of a wide range of experience.  Five nurses were between ages 20-
34 and three between 50-64.  Years of acute care nursing experience ranged from nine months to 
thirty-six years.  All participants had worked on an adult acute care mental health unit in a local 
urban setting, within the last year.  Most of the nurses had spent the majority of their nursing 
careers working in acute care mental health. 
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All the nurses appeared to be genuinely interested and concerned with the subject matter 
of this study.  The eight participants were assigned the following pseudonyms: Mark, Sophie, 
Hilary, Claire, Evelyn, Josh, Allison, and Mandy.  In the findings section, participant quotes with 
potentially identifying information were purposefully kept anonymous. 
The participants in this study described their experiences with patient violence and 
aggression in acute care mental health settings.  Gaining insight into the experiences of the 
participants was the foundation of this research.  Primary themes that emerged from the retelling 
of lived experience of patient violence and aggression included: multiple experiences of patient 
violence and aggression, antecedents to violence and aggression, the uncertainty of violence and 
aggression, risk management, uncovering the potential consequences, and finally, 
disempowerment.   
Table 1: Themes Elicited from the Findings 
Themes Subthemes 
Multiple Experiences of Patient 
Violence and Aggression 
 
• ‘Part of the Job’ 
• Physical Violence and Aggression  
• Verbal Abuse 
• Intimidation 
• Sexual Violence 
• Patient to Patient Violence and Aggression 
Antecedents to Violence and 
Aggression 
 
• Unsatisfied Addiction 
• Lack of Autonomy  
• Mental Illness, Co-Occurring Disorders, and 
Cognitive Impairment  
• Boredom 
The Uncertainty of Violence 
and Aggression 
• Unpredictable  
• Self-Doubt 
• Fear and Feeling Unsafe 
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Managing the Risk of Violence • Understanding and Knowing a Patient’s History of 
Violence 
• Keeping Distance 
• Working as a Team 
• A Balancing Act 
• Use of Security and Police Services 
• Building Rapport 
• Vigilance and Communication 
• Self-Awareness 
The Role of the Organization • Tracking Violence 
• Violence and Aggression Training for Nurses 
• Organizational Supports Following a Patient Assault 
Uncovering the Potential 
Consequences 
• Increased Use of Sick Time 
• Injury 
• Decreased Patient Engagement 
• Impact on Personal Life 
• Retention and Recruitment of Mental Health Nurses 
Disempowerment  
 
Multiple Experiences of Patient Violence and Aggression 
The experience of violence and aggression in an acute care mental setting was familiar to 
all the participants in the study.  The nurses described experiencing multiple forms of violence 
and aggression.  Nurses with extensive nursing experience described a perceived increase in 
violence over the years.  One nurse reported experiencing more violence on evenings and 
weekends when there is less staff available on the unit.  Out of eight nurses, one nurse described 
experiencing their first physical assault within the last year, while another nurse described 
multiple occurrences of violence over the years.  Participants recalled more events involving 
violence and aggression that they had either witnessed, heard about, or had been a victim of, as 
the interviews progressed.  One participant had a sense of surprise as they recalled how many 
violent events they had personally experienced over the years.  
Violence and aggression on an acute care mental health unit was described as taking on 
various forms and could occur at varying frequencies.  Some forms of violence appear to be less 
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likely to occur, such as stabbings and sexual violence.  All the participants in this study had 
either experienced or witnessed physical violence and aggression.   Hearing about fellow 
colleagues being assaulted at work appeared to have a significant impact on the participants.  
“There was another patient we had who…punched a nurse in the face a couple of 
times…And then bit one of the UAs…I wasn’t there for the next act of violence, but he was a 
patient that like broke a UA’s ribs…And then stabbed one of the nurses with a pencil or a pen… 
so I wasn’t there for, for that second stuff because I was on a different unit but like it was just 
like shitty to hear about, you know, because he was transferred from our unit and he was like 
getting better it seemed.” (Mandy) 
 
 “…when you hear about it happening to one of your good friends and like she’s off work 
you just, you identify with it. You’re like, that could easily be me.”  (Sophie) 
 
  The experience of violence and aggression varied amongst participants.   One 
participant described throwing objects as an act of violence, while Hilary described a certain 
level of comfort when patients act out aggression on inanimate objects. 
“…if they want to go in their room and like hit, hitting the bed or pillow or something, I 
feel more OK with that than if they were doing that to someone or trying to like come after 
someone because they’re just trying to get their aggression out.  So I mean it’s still kind of like 
tense of what are they going to do. Come out of the room or pick up a heavy chair, try and throw 
it at you. But for the moment that they are in the room, it feels better.” 
 
Mandy shared a similar interpretation, 
“I see a difference between someone like aggressively throwing things on the floor 
because they’re mad at you…versus throwing things on the floor because they’re frustrated and 
they have no intention to hurt you…I went in the room while she was doing her throwing thing 
like and she didn’t hurt me. She had no intention to hurt me. She just couldn’t cope. Versus like a 
patient literally like throwing something at me.” 
 
Sophie described violence as an act that was happening in the present, whereas 
aggression was described as the behaviour leading up to the act of violence.  Allison described 
violence as anything that makes one feel unsafe or uncomfortable.  Hilary reported that a 
patient’s history of violence may play a role in the way in which she interpreted aggressive 
behaviours.  Josh expected patients to engage in violent or aggressive behaviour based on their 
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history of violence, and ultimately was surprised, when they did not act as he had previously 
anticipated. 
  The participant’s interpretation of the event was described as having influence on 
whether or not a behaviour was deemed violent or aggressive.   For example, Hilary’s 
description of being struck by a patient during hygiene care.  Hilary considered the act of being 
struck as aggressive, but she did not readily include this example as being an experience of 
patient violence. Evelyn saw different responses from colleagues regarding a serious patient 
assault, and surmised that violent and aggressive events are under reported due varying personal 
interpretations of the event.  Claire described how the perceived intent of violence or aggression 
can be a determining factor on whether she would pursue legal action against the patient. 
 Participants also described how a patient’s illness or personality characteristics 
influenced the interpretation of the patient’s aggressive or violent behaviour.  Knowing that the 
patient was ill and experiencing psychotic symptoms at the time of the assault helped Mark to 
process and depersonalize the event.  Evelyn shared similar thoughts,  
“…I noticed, and other people noticed that she was just really targeting me and saying 
horrible things…And started yelling at me something about my husband…it was personal so 
that’s different. That feels different than when, than when you know somebody’s sick, psychotic 
or manic.” 
 
   Participants spoke about there being a fine balance between depersonalizing violence 
and aggression, while at the same time acknowledging that violence and aggression is 
unacceptable behaviour in the workplace.   Sophie explained,  
 “…when you don’t feel like it’s intentional, you’re like oh they’re unwell. You just kind of 
like reason with yourself. Like it’s easier to deal with then.  And then it’s also easier to deal with 
like a one-off event than say when you have someone who’s like always like at, like you know, 
attacking staff or being verbally abusive for days on end…Where else do people go into work 
and be called like a stupid bitch every day. [chuckle]” 
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  The patient’s presentation, the extent or seriousness of the behaviour, the nurses’ 
interpretations of violence and aggression, as well as the nurses past experiences, were all 
described as factors that influenced the nurses’ experiences of patient violence and aggression.  
The theme of multiple experiences of patient violence and aggression was categorized into the 
following subthemes:  part of the job, physical violence and aggression, verbal abuse, 
intimidation, sexual violence, and patient to patient violence. 
Part of the job.  All the nurses in this study acknowledge that patient violence and 
aggression is part of working in acute care mental health to some degree.  Acute care mental 
health nurses were described as providing direct care to patients, which at times included 
administering medications according to a doctor’s order or enforcing rules.  Enforcing rules 
included sharing difficult news such as whether or not someone could leave the unit.  Mark 
suspected that providing this type of care to patients puts nurses at an increased risk for violence 
and aggression.  Nurses highlighted that frustration or anger with being admitted to hospital, or 
even conflict with family, can quickly turn into aggression and violence towards staff.  
Nurses in this study brought to light the reality that after a patient has acted out with 
aggression or violence, it is likely the nurse will have to continue working with that individual in 
some capacity.  Sophie described feeling like a ‘punching bag’ and Mandy described feeling 
generally unsupported as though nurses must accept that they will have to work in potentially 
violent or aggressive situations.  Hilary shared similar thoughts regarding patient violence and 
aggression. 
“…it is definitely possible in your career you’ll know it’ll happen. Um. But to just be kind 
of treated horribly is how it is. Like they’re not, not well.  Um. And now, I don’t know, I tolerate 
it probably less than I did when I was a fresh nurse. Um. I still expect it but I’m more assertive.” 
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Physical violence and aggression.  Within the interviews, nurses described multiple 
forms of direct physical violence, which included: pushing, pinching, punching, kicking, biting, 
pulling hair, strangling, scratching, hitting, spitting, and grabbing.  Mark described an incident 
during which a patient bit him, unprovoked, and caused physical damage requiring medical 
attention and left him with visible scars.   
“And all of a sudden he just turned and just bit right down. Well of course the shock right 
away is first of all, because I was, had short sleeved shirts on. One is OK, this person’s biting 
me. Now what?” 
 
Other types of physical violence by patients involved being chased or lunged at, with or 
without a weapon, or having objects thrown at nurses.  Nurses described the types of objects 
being thrown as: cups, phones, chairs, tables, and in one instance, an addressograph machine.  
Josh described how seemingly benign objects can be used as weapons. 
 “Somebody was…unhappy about being in the hospital and tried to leave and tried to kick 
the door down. And then threw a walker at me and some of the other staff and, uh, he picked up a 
cord, like an extension cord that was in the hallway and started swinging it around like a 
morning star.” 
 
 Two extremely violent incidences of stabbing were brought up two of the participants.  
The first incident involved a colleague being stabbed with a pencil and another event in which 
someone was stabbed with a pair of scissors 
Verbal abuse.  Nurses described various forms of verbal abuse, which included 
swearing, name calling, sexual comments, yelling, verbal threats, and racist comments.  Josh 
described varying types of verbal aggression or insults which ranged from generalized 
frustrations to personalized attacks.  Multiple nurses described verbal abuse as being “incessant” 
at times.  Sophie noted that with physical aggression, there were options available to restrict the 
behaviour, such as the use of seclusion.  However, with verbal aggression, she found there were 
limited options for dealing with verbal abuse and described experiencing a lack of support in 
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managing this type of violence.  Sophie wasn’t alone in these observations.  Evelyn highlighted 
the amount of verbal abuse she encountered at work.  
 “Sometimes we don’t really even think of that when we think of abuse. But I think that 
the, um, the verbal abuse can be unlimiting. And when we have like certain patients that are 
angry and verbally abusive, we can take verbal abuse for a whole shift. We can take like every 
time we’re visible we can be getting verbally abused...” 
 
 Evelyn went on to explain how verbal abuse can affect the entire team. 
 “It was really difficult because when one person’s getting targeted, it’s, it affects all the 
staff that are working. So it’s doesn’t matter who he’s yelling and swearing at, the rest of us are 
all absorbing all that horrible negativity as well.” 
 
 Being the victim of verbal aggression was a common experience for the participants.  
Some participants discussed how verbal violence is as serious an issue as physical violence and 
somewhat unique to the nursing profession.   
“...it’s mostly just like verbal violence like, you know, it’s not a big deal. Which it kind of 
is because not a lot of people go to work and get called like a fuckin’ bitch every day.” (Mandy) 
 
Intimidation.  The experience of intimidation encompassed aspects of both physical and 
verbal aggression.  Mandy described being intimidated more often by female patients who would 
tower over her.  Verbal intimidation was described in terms of patients threatening to file a 
human rights complaint and making false accusations about the staff.  Evelyn provided an 
example of verbal intimidation. 
“Being threatened to be sued is like huge. Like that’s a huge sort of button that people 
like to push. And some people get really worried about it.” 
 
Participants described physical intimidation as having their personal space invaded, 
pacing while staring intently, or being followed by a patient on the unit.   
Sexual Violence.  Other forms of physical violence were sexual in nature.  Participants 
described inappropriate physical contact such as groping, grabbing of buttocks, and brushing up 
against a female nurse’s chest.  Claire worked with a male nurse whose buttocks were grabbed 
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by a female patient.  She reported that incidences of sexual contact occurred less frequently, and 
it was more common to hear sexually based comments.   Another female participant shared an 
experience of sexually based violence.  She described an event during which she was barricaded 
by a female patient in a room. 
“I was barricaded in a room by a patient who later said that she wanted to sexually 
abuse me.  Or sex…, yea, sexually abuse, sexually assault me in that sense…the [panic] button 
did not work…The safety button on the wall. That’s what I pressed. And that’s what, uh, the staff, 
that’s what alerted the staff. And so my staff member came out of the office right on the side, saw 
the light above and was like, um, that’s not right. And then…while I held onto the patient’s arms, 
she was able to push the door open.” 
 
Patient to Patient Violence and Aggression.   Three participants discussed examples of 
patient to patient violence and aggression.  These examples included patients who acted out 
aggressively, or violently, in the context of shared rooms and interpersonal conflicts with other 
patients, which included physical aggression towards other patients. 
Antecedents to Violence 
 Participants readily identified factors that contributed to patient violence and aggression 
in acute care mental health settings.  Themes emerging from the data included unsatisfied 
addiction, lack of autonomy, mental illness, co-occurring disorders, and cognitive impairment, as 
well as boredom. 
 Unsatisfied addiction.  Most of the nurses in this study believed that smoking was a 
primary factor contributing to violence and aggression in hospital.  Six of the nurses identified 
circumstances in which patients became violent or aggressive when unable to leave the unit to go 
for a cigarette outside.  Smoking was described as a “big deal” by Evelyn.  Sophie rated smoking 
as the number one factor contributing to violence and aggression.  Mandy also felt smoking 
played an important role and rated it as number two.  Mandy described two situations involving 
lack of cigarettes.  Both situations involved a patient becoming physically aggressive towards 
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hospital property in the context of not being able to leave the unit to smoke outside.  In one of 
these situations the patient was also verbally aggressive towards the staff.  Josh explained his 
opinion that having smoking rooms return to in-patient units could minimize outbursts related to 
smoking.   Most of the participants shared their belief that nicotine replacement therapy was not 
as effective at managing nicotine cravings as one would hope.   
“…people like to smoke cigarettes so I think that’s like a huge, uh, addiction problem that 
people have that seems so simple but, uh, like people get so agitated when they don’t get their 
cigarettes and it’s not just the, it’s not just the nicotine craving, it’s like the whole behaviour like, 
you know, bringing the cigarette up to their mouth, inhaling it, and then like blowing it out…” 
(Josh) 
 
Lack of autonomy.  Not everyone admitted to an acute mental health unit is there of 
their own volition.  Nurses described circumstances when patients are admitted to hospital 
involuntarily under The Mental Health Act.  The Mental Health Act sets out legislation on the 
admission and treatment requirements for patients in psychiatric facilities (Government of 
Manitoba, 2018).  Patients who are admitted under these circumstances are generally restricted to 
the unit, meaning they are unable to leave or go outside.  Under the Mental Health Act, patients 
deemed incompetent to make treatment decisions and refusing medications, may be forced to 
take medications against their will.  Hilary described the inability to leave and forced 
pharmacological therapy as major factors contributing to aggressive or violent behaviour.  
Participants discussed difficulties communicating with patients who are unwell and who have 
limited insight into their illness.  Claire described a situation that resulted in being injured 
following medication administration.  
“I was giving her meds. Had to give them or else I would have to give them by needle. 
And I was walking away from her room and she yelled my name, and she came running at me 
and then, uh, she, um, pushed, she just whipped, like she would have been for sure over 200 
pounds. And she just pushed me and I fell to the floor and then of course Code White was called 
and everything and I had sprained my, um, wrist so I was off work for a week.” 
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Allison described her perception of what an involuntary hospital admission might be like 
for someone. 
“Because then I’ll put myself…in their shoes.  Don’t trust anyone around me. Someone’s 
coming at me telling me they need to, say give me medication.  I don’t want it.  It’s not going to 
happen, right. Like I don’t believe it. I don’t. Not matter what it’s for like when like their life is 
up front.  Natural instinct. Human based instinct to fight for your life.” 
 
Mark also discussed the negative impact of a paternalistic approach and spoke of the 
changes he has noted in the areas of patient advocacy.  Mark discussed involving patients in their 
care and treatment planning to enhance patient autonomy.  Including patients in treatment 
decisions and offering explanations were described as ways to help mitigate violence and 
aggression.  Overall, participants described the value of treating patients as they themselves 
would hope to be treated.  Providing comfort measures such as food or helping with a phone call 
were ways to engage patients in treatment.  Hilary described using multiple approaches to 
include patients in treatment planning including using a supportive approach and to help 
facilitate learning regarding illness and treatment planning. 
Mental illness, co-occurring disorders, and cognitive impairment.  Participants often 
noted a correlation between mental illness and violence.  The two symptoms mentioned most 
frequently by participants were psychosis and mania.  Participants discussed the ways in which 
they believed delusional beliefs, fear, and paranoia contributed to their experiences of violent 
and aggressive behaviour.  
Nurses described the ways in which, co-occurring substance use disorders compounded 
the problem of patient violence and aggression.  Josh expressed that drug use was one of the 
biggest contributors to patient violence and aggression.  Josh was not alone in this observation.  
Seven of the nurses described street drug use as a precipitator to patient violence, and six of 
those nurses specifically mentioned the use of crystal methamphetamine.  Crystal 
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methamphetamine is classified as an amphetamine drug.  Crystal methamphetamine gives users a 
powerful surge of energy during which the individual may feel more alert, anxious, restless, and 
in some circumstance’s, paranoid (Canadian Association of Mental Health, 2019).  Nurses 
described patients under the influence of crystal methamphetamine as being unpredictable.   The 
ways in which a patient’s mental status could fluctuate when under the influence of crystal 
methamphetamine, was highlighted by Mandy, 
“…super nice lady but like she got high. And like it completely changed her and you 
could tell when meth is out of her system she was reasonable. She was the lady who like slammed 
doors and stuff and broke things but not actually want to hurt people when not high. So when she 
was high, she grabbed her IV pole and tried to hit a security guard with it.”  
 
Allison shared a similar experience, 
“…essentially with our meth epidemic as I’ll say, it’s, uh, surprising sometimes how 
violent someone can be when you knew them when they’re sober. Like the difference. Like no, 
um, connection to reality in that sense, just scary.” 
 
Nurses disclosed that substance use occurred at various times during a patient’s contact 
with the hospital.  Some were admitted with a diagnosed drug induced psychosis, while others 
used substances while out on walks from the unit, and some patients have even been found using 
substances while on the unit.  Evelyn described her experience over the years, 
“…methamphetamine disorder is getting to be more, a major, a major thing. When 
people come in and they’re very aggressive. Um. People using off, when they go out for smokes, 
they go out for passes using out in front of the building. Using drugs while they are out on passes 
or walks.  I don’t ever remember this happening in the past. This is, this is, you know, fairly new 
the last, um, 5 to 10 years nursing…I’m not sure if all the wards are finding it. But it’s definitely 
a problem with our patients.” 
 
Cognitive impairment was discussed by three of the participants.  Some patients with 
cognitive impairments were described as having unpredictable behaviours or acting out in violent 
ways.  One nurse described how a cognitively impaired patient’s presentation could fluctuate 
rapidly, without warning, and then could return to baseline just as quickly.  Unpredictable 
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behaviours were described as difficult to manage, as unpredictable behaviours could seemingly 
come out of nowhere, and disappear without obvious reason or cause. 
Some nurses mentioned that most of the individuals they work with are not generally 
aggressive.  Symptoms of illness, substance use, and cognitive impairment were seen as 
precipitating factors to violence and aggression.  Evelyn highlighted that patients who 
experienced symptoms of psychosis did not always exhibiting violent or aggressive behaviours, 
and that sometimes these types of behaviours were better explained by an individual’s 
personality characteristics.  Evelyn also noted in her experience that individuals with co-
occurring disorders were not any more violent than other patients on the unit.  
Boredom.  A lack of meaningful activities to engage patients was viewed as a potential 
precipitator to patient violence and aggression.  In Mandy’s view, boredom was a major 
contributor to patient irritability, and ultimately increased the risk for violence and aggression. 
“Most often I see boredom… people get really, really bored and like restless. And they 
might already be restless for whatever reason. Like, like people who have, who are manic like 
they have so much energy and nothing to do… my unit’s better than a lot of other units for 
having stuff to do. Like, like some units there’s nothing. I had one patient actually, during my 
practicum, saying I’m so bored it’s making me worse.” 
 
While other participants did not specifically mention boredom as a contributing factor to 
violence and aggression, the value of having an activity room on the unit was expressed by 
multiple participants.  Examples of activities for patients to engage in included exercise 
equipment, a pool table, reading books, video games, movies, and puzzles. Some participants 
also discussed patients having computer access on the unit, as well as a tub room, where patients 
can spend time having a relaxing bath.  Mandy disclosed that she would bring in arts and crafts 
for patients to work on together with staff.  Josh highlighted the ways in which he believed 
exercise could decrease violence and aggression.  
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“I’ve seen a lot of guys just go in like lift weights for 20 minutes or go on the treadmill. 
Um. They’re able to just sort of like, you know, collect themselves or like they can take that 
frustration and just kind of…get rid of it just from doing some stuff, lifting some weights and like, 
yea, they feel way better after. So that’s good. A lot of times they can go, like, you know, for a 
bath or a shower. Just try and find something that helps them relax.” 
  
 Mandy mentioned, not all acute care mental health units are equipped with an activity 
room yet, the value of an activity room value was expressed by multiple nurses in this study.   
One participant discussed the value in having visitors on the unit, such as peer support 
workers, and noted that coffee group is popular among patients.  Having a coffee group was said 
to provide a sense of community and belonging to individuals who may otherwise feel isolated 
from family, peers, and society in general. Another participant also spoke about the use of 
volunteers, specifically mentioning visits from therapy dogs.  Structured time for activities was 
also described as being helpful in providing patients with information regarding what activities 
are available to them on the unit and at what time.  Overall the participants acknowledged the 
benefits of purposeful activities for patients, and the potential consequences that could occur 
when there is a lack of meaningful activities for patients.   
The Uncertainty of Violence and Aggression  
 Throughout nurses’ descriptions of patient violence and aggression there was a noted 
sense of uncertainty.  Violence and aggression were often described as unpredictable and often 
resulted in nurses doubting their clinical judgment.  Woven throughout the descriptions of these 
events was a sense of fear and feeling unsafe at work. 
 Unpredicatable.  Nurses described the unpredictability of violence and aggression in the 
workplace.  There were multiple descriptions of physical assaults that caught the nurses off 
guard.  Claire described one of her experiences. 
“…it’s called a sucker punch, where you’re just standing close to someone and then they just 
punch you.  So I was punched in the, in the face…that’s the only time I’ve ever been punched in 
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the face and it was shocking…I wasn’t overly hurt. I mean it hurt a little bit. My glasses few off. 
But…it was shocking…So the experience of that was just how unpredictable and you never, you 
just never know, right, what what’s going to come out, out of somewhere. He wasn’t mad at me. 
This patient… it was just…I would have said 100% unpredictable.” 
 
Claire wasn’t alone in this experience.  Mandy also had a comparable experience with a 
patient. 
“…a couple of months ago, I was giving a patient medication and taking her vital signs 
or I was trying to and she punched me in the face. Um. And it wasn’t like super hard. Like I 
wasn’t seriously injured. My nose bled a little bit… like when she punched me in the face, she 
gave me no indication that she was going to punch me in the face. Like normally somebody has 
like, you know, signs that they’re escalating, right? But, uh, I, like she was just, her face was 
blank. She was just sitting on her bed cross legged. Um. And her body wasn’t tense or anything. 
Just punched me in the face. It was weird.” 
 
Mandy went on to describe how the assault may have a been in retaliation to limit setting 
that had occurred an hour and a half earlier.  Despite this, Mandy had no indication that the 
patient was escalating or at an imminent risk for violence.  Evelyn described unprovoked 
physical violence experienced by some of her nursing colleagues.  In one instance, a patient 
attacked a nurse behind the desk without warning.  In another incident, a nurse had to decline a 
patient’s request to meet one-to-one due to staffing limitations at the time, and the patient 
responded by taking a heavy object off the nursing desk and throwing it directly at the nurse.  
Mark’s experiences with unpredictable patients has shifted his approach with patients: 
“I’ve learned enough over the years to know that even though that person is sad and 
wants to talk to me, I have no idea what they’re going to do.  Because it can change very quickly 
from being aggressive towards parents or to whoever they’re angry at to being aggressive 
towards health care staff.” 
 
Josh described how he believed that nurses must always be aware of the impulsiveness of 
their patients. 
“So you can’t let your guard down as well. Yea, we had some very impulsively violent 
patients that, yea, some people would be like, oh she’s been fine for, you know, a week or so. 
There’s no aggressive incidents. I think like, oh, like you know, sit next to them while we’re 
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watching TV and then like, yea, they get punched in the nose or something or like pinched or 
something like that. So you really have to be vigilant I think.” 
 
The nurses repeatedly shared how quickly patient violence and aggression could occur 
without warning, as well as the quick nature in which the nurses needed to make clinical 
decisions.  The theme of uncertainty with violence and aggression, not only included the act 
itself, but also the nurses’ decisions on how to intervene in the moment, and the mental 
processing that occurs after an act of patient violence and aggression. 
 
Self-doubt.  Six of the participants described the internal experience of uncertainty as 
self-doubt and worry about their clinical judgement.  Words like ‘overwhelming’ and 
‘questioning’ were used to express internal experiences that occurred after an event of patient 
violence or aggression.   
 Mike described self-doubt after being physically assaulted by a patient.  He described 
being worried about the ways in which he managed the situation and found himself wondering 
about potential judgement from his colleagues.  Interestingly, in his description of the assault, 
Mike described being caught off guard and surprised, yet after the event he pondered to himself, 
“What did I do wrong?” and “How did I contribute to this act of violence?”. 
 Another form of self-doubt was described by Allison.  Allison described ruminating 
thoughts about violent situations at work, even once her shift was over.   
“Did I do everything right? Did my charting look appropriate? Was it, um, you know, I 
continued to think about that shift after work. I couldn’t stop thinking about it. Uh. What’s…the 
next day going to bring? That was always on my mind at home”. 
 
Not all participants shared this experience of self-doubt or ruminating thoughts.  Claire 
disclosed that she does not tend to ruminate about work on her personal time, except in one 
instance when she was looking for support from police to file a formal complaint. 
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Doubt and uncertainty were also discussed in the context of knowing when to implement 
limit setting or restrictive practices, such as seclusion, to manage patient violence and 
aggression.  Mandy discussed a challenging patient interaction in which she didn’t believe there 
was anything she could do, or say, to help decrease the patient’s agitation and aggressive 
behaviour.  Hilary discussed her decision to intervene when a patient was engaging in self-harm, 
which subsequently resulted in the patient becoming violent towards staff.  After the event, 
Hilary wondered if perhaps waiting for security to arrive would have been a choice with less risk 
for violence.   
Fear and feeling unsafe.  A primary emotional theme that emerged from the nurses’ 
descriptions of uncertainty was fear. Words used to describe fear included: panic, feeling 
vulnerable, unsettling, on edge, and scary.  One participant described fear in the context of being 
judged by others following a violent or aggressive event.  Fear was more often described as 
feeling unsafe or uncertain of a potentially violent situation.  Sophie described the following, 
“…we see people escalating, like how’s this going to go?  What’s going to happen? So I 
mean, it definitely like you’re kind of blood gets going. What’s the word I’m looking for? You’re 
just always look a little bit on edge because you don’t know what’s going to happen.”  
 
 Sophie described how knowing there has been a seclusion event on the previous shift, 
working with less staff, working with only female staff, or even hearing about other nurses’ 
experiences with violence at other facilities contributes to feelings of fear. 
“If you get some sick people always having to be on edge or like worrying about like 
your personal safety, you know, and having, being an RPN, having friends that work at other 
places, like one of my girlfriends just got assaulted and caring about that. Like I don’t want to 
get assaulted at work” 
 
Claire discussed how fear has the potential to impact the ways in which she reacts in a 
violent or aggressive situation. 
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“…just hit my shoulder but I could have hit, I don’t know, some part of my head and been 
knocked out or you just, it, you just feel very vulnerable… I don’t have that fear yet, but I wonder 
if that will come where, once someone starts to get agitated, then I’ll either not get involved 
because I’m afraid of getting hurt. I mean we have all the training we see when someone’s going 
to escalate and stuff.  But some people are not predictable” 
  
Josh described the ways in which feeling unsafe on the unit has impacted the types of 
activities he will choose to engage in with patients.  He described a situation with a patient who 
had a history of violence, and was walking around the unit with a pencil in his hand.  In this 
example, Josh would likely “second guess” participating in an activity on the unit with another 
patient out of concern for the potential risk of violence.  Josh noted that when there is an 
increased risk for violence or aggression, staff are more likely to sit behind the nursing desk to 
monitor the unit and possibly because of being fearful.  Allison experienced increased feelings of 
anxiety and fear when working with a patient who was regularly acting out aggressively towards 
themselves and the staff. 
 When violent or aggressive patients are discharged from the unit, feelings of fear 
decreased.  Josh explained this experience as a weight being lifted and no longer feeling 
“scared” to be at work and able to “let your guard down”.  Mandy cautioned that nurses need to 
monitor their emotional reactions to patients, and to be cognisant of how being afraid distances 
nurses from patients and impacts the relationship.  Participants discussed starting each day or 
shift as a new as a way of managing fear.   
Participants mentioned various precautions that are used to manage fear and offer some 
feeling of safety and security.  The most commonly mentioned precaution was the use of panic 
alarms and calling a code white emergency, which alerts the entire facility that there is a 
aggressive or violent situation occurring.   Mandy mentioned personal precautions she takes to 
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enhance her personal safety, such as tying her hair in a bun and removing hanging items such as 
lanyards or watches.   
Managing the Risk of Violence 
 Participants described various strategies to be used in managing and assessing the risk of 
violence when working in acute care mental settings.  Preventing a situation from escalating, as 
well as preventing injury, were described as goals to risk management.  Josh provided his advice 
on his approach when working with potentially violent patients which encompassed multiple 
elements. 
“Find out what’s, what’s going on on the unit. Um. If somebody’s at risk for violence, 
give them a bit of space. Don’t, you know, don’t sit right next to them because like. Don’t think 
that you can, you know, cure, cure their violent behaviour or something. Yea, like I don’t know. I 
guess there is a therapeutic relationship but like they, you know, they could still be at risk. So 
you can’t let your guard down as well…So you really have to be vigilant I think. But not, not to 
the point where you’re just like, you know, so anxious that you can’t like hold, hold still or. Yea, 
you want to be able to relax too” 
 
Managing risk included knowing a patient’s history of violence, keeping a safe distance, 
working as a team, balancing needs, using police and security services, building rapport, 
vigilance and communication, and self-awareness. 
Understanding and knowing a patient’s history of violence.  Nurses highlighted the 
significance of knowing a patient’s history of violence and the ways in which this knowledge 
impacts treatment planning.  Mark mentioned that a violence risk assessment is one of the first 
priorities when a patient first arrives to a unit, even if the arrival is during the night shift.  In 
Mark’s opinion, understanding a person’s risk for violence impacts how a nurse might approach 
that particular patient. 
“Knowing that somebody has a history of violence, um, doesn’t stop you from working 
with them but it does give you an idea that, um, don’t waltz in there completely, you know, 
unaware.”  
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Evelyn described inconsistencies and lack of information sharing that can occur with shift 
report.  
 “I don’t know if the evening staff that were writing the report didn’t include the assault 
on their report because they were just traumatized or because it happened at the end of shift or 
whatever. Like maybe something like that. Someone didn’t write it down.” 
 
 Claire will purposefully seek out this information when working on an unfamiliar unit, or 
with unfamiliar patients. Claire explained, 
“…know the history or get a good report. Um. And even when I go to other wards, and 
you kind of get a report on your patients, um, to always ask are there any other patients that are 
intermittently violent. I’ll ask that.” 
 
  Sharing a patient’s history of violence and potential risk for future violence was 
important for the nurses in this study.  Evelyn explained that a patient’s history of violence was 
identified on the patient board in the charting room, making the information easily accessible to 
staff. 
“…putting a big star beside their names they have a history of violence.  Well at any 
given time, you know, there can be quite a few stars on that board but definitely when, when 
we’re anticipating there’s trouble brewing then we make ultra sure that everybody, including 
like I don’t know if everyone does, but I usually will tell the housekeeper, you know, maybe don’t 
go in that room by yourself right now. That person’s agitated or, you know, um, I wouldn’t 
suggest that you, you clean their room right now.” 
 
 One nurse described the value on knowing the context of a patient’s previous violent 
behaviour versus a specific description of the violent act. 
 “ …it’s good to be aware of like why they’re there that time, you know, or anything 
specific like they go after females.  You know the weapon of choice, you know, a knife or 
something. Just certain points that are, you know, just to keep in the back of your head. Um. So 
you can watch the person more like, um. Yea, and then just be mindful of things.” 
 
 Another nurse explained that not all patients with a history of violence will act out 
violently in hospital. 
 “…sometimes if you just sort of, you know, give people the chance to not be violent, they, 
if you give them the benefit of the doubt, and like you could generally be surprised sometimes. .. 
THE EXPERIENCE OF ACUTE CARE MENTAL HEALTH NURSES 42 
a lot of times like I’m very surprised. And it might be the relationship we have with him or, yea, 
I’m not sure. Yea, there’s so many things that can go into it so it’s really hard to describe.” 
 
 Participants also acknowledged other factors that play a role in their personal assessment 
of potential risk.  Claire explained, 
“Well for sure history and then, um, how psychotic they are and if they’re high on drugs 
or not or coming down. Um. And then if there’s someone bigger, and they’re loud, then I’m 
going to be just more, uh, aware” 
 
 Keeping distance.  Maintaining distance from potentially violent or aggressive patients 
was a priority described by multiple participants.  Mandy described a safe distance as a 
“minimum arm’s length away”.  Along with keeping a safe distance, participants described being 
aware of their surroundings.  Hilary advised,  
“I would say just be aware of, be aware of your surroundings. Beware of where you’re 
working and who’s around you.”  
 
Sophie also encouraged the use of distance and communicating with colleagues. 
“I’m working nights.  So it’s like less staff too so it’s like it’s us 3 women. Like we’re 
working in acute psychiatry at night. So, um, yea, we just kind of rely on each other and, uh, 
always like have our pendant alarms, keeping a safe distance from people. Like making sure, you 
know, we call for help when we need it” 
 
 Mandy shared similar advice, including the importance of knowing where exits are in 
rooms.  Mandy also described the challenge with keeping a safe distance and providing care.  
“Like when that patient punched me, I was taking her vital signs and giving her meds. 
Like I have to be close to her. Um. So like sometimes all there is like the desk like separating you 
from them. And like that’s easy to get over. Um. Or like throw things over. So it just, it feels 
scary. Like if, and it impacts how I care for them because like I don’t want to get too close” 
 
Mandy went on to describe the ways in which she protects herself in situations where she 
is unable to maintain physical distance: 
“I don’t wear my hair in a ponytail ever, just a bun…Fear of having my hair pulled 
because I’ve seen it happen to a colleague. Um. I’m more inclined to like have patients come to 
me to like give them meds, for example, than go to them. Just cuz like counting the desk as my 
space, and everywhere else is their space…. I, well I remove any hanging items from my person 
THE EXPERIENCE OF ACUTE CARE MENTAL HEALTH NURSES 43 
when I’m going to be getting close to them, like a lanyard or even like my watch. Um I, uh, I’ve 
always positioned myself closest to the door of a room. But now like I leave the door completely 
wide open unless like that would really compromise privacy. Um. And, uh, certain areas of the 
unit, like, like farther away from the desk, like I won’t do anything with a patient alone there. 
Um. Yea, like the further away I am from the desk, the more I feel like I need to have a colleague 
with me.” 
 
Working as a team.  Mandy was not alone in her desire to have a colleague present 
when approaching patients.  Six out of eight participants described approaching patients in pairs 
and relying on colleagues as supports in preventing and managing patient violence and 
aggression.  Mark reflected on one of his experiences with a violent patient. 
 “So and you go, what could I have done differently? And you think at first, well no 
there’s nothing I could have done differently. Two things. Well maybe…I could have brought 
another staff member with me, you know, but I thought my rapport was OK with this person.  
You know. In hindsight, I would say yes, I would have brought another staff member with me 
because you never want to approach somebody that’s potentially agitated with just one person 
by yourself. You know, they, literature always advises you not to do that.” 
 
 Observation rounds are done routinely on in-patient mental health units to ensure all 
patients are accounted for on the unit.  Nurses in this study discussed doing unit rounds in pairs, 
especially during the evening and night shifts.  Allison described some of the barriers that 
potentially get in the way of the practice of completing unit rounds.   
 “It was rounds in doubles because [there are] double rooms sometimes and you have to 
go in.  So for safety measures that was done. Um. But which is often difficult when you only have 
three staff at night…You have three staff at night, one’s on break, you only are two staff.  So you 
have to, the idea being, keep someone at the desk. Well you can’t really.  So we had to lock 
everything up to the best of your abilities, but that also, all that personal information and other 
things behind the desk at risk of someone coming around.” 
 
 Some participants discussed the risks associated with being alone in an area on the unit.  
Claire shared her experience of sitting at the nursing desk. 
“…it was the end of shift report. And I’m sitting in the chair behind the desk. And, um, I 
was the only one at the desk. And other staff are in the back, listening to report, or just sitting 
there waiting for the shift to end, and a patient came and sat right beside me…Yea. Behind the 
desk. And, you know, you can feel when someone’s in your personal space. And he, I don’t 
remember what he wanted but he wanted me to get him smokes or he wanted, and I kind of, uh, 
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all I remember I reached up and I got the phone and I called, um, I didn’t call, I called 75 
thousand and I just said I need help. Anyway, and then, uh, that turned into a really violent 
situation. That, um, I was just trying to talk to him nice. Like I felt like, you know you see on TV 
or whatever where you’re just trying to talk a person down.  Because it felt like it was going to 
go really bad. And then thankfully people, Security came in and it went like he was secluded. It’s 
a whole big deal. Um. So, yea, I don’t just sit at the desk by myself anymore.” 
 
Claire and Mandy both described not approaching unfamiliar patients alone for 
medication administration.  Both Claire and Sophie purposefully avoid interacting alone with 
patients who have a history of violence.  Allison asked colleagues to accompany her and act 
supports, after experiencing a violent incident with a patient.  Hilary shared these sentiments and 
described how gender could play a role in maintaining safety.  
“Don’t go into rooms alone. Partner up. If you know they’re or expect that they’re going 
to be agitated, if it’s around like say medication, kind of be like, OK, this might not be go well, 
then, um, you could like call Security as a back-up.  Just to have their presence. Um. Or take a 
UA, like maybe a male that sounds. I don’t know. I don’t know if that sounds sexist, but 
sometimes it’s that enforcement with males is helpful.” 
 
The participants valued the concept of teamwork and adequate staffing levels.   Unit 
managers could be considered in a position of authority, but unit managers were also described 
as having a role on the team when patient and violence and aggression occurred.  Participants 
expressed frustration with managers who provided inconsistent follow-up after an incident of 
violence and aggression.  Supportive managers were described as active listeners, offered or 
provided extra support when requested, and ultimately validated nurses’ concerns and 
experiences.  Josh shared the following, 
“…the biggest thing that a manager could do on a unit is just listen to people, if, uh, 
they’d listen to the nurses. The nurses. My manager is pretty good. Like if, you know, you pull 
them aside I’d be like, hey, this is not safe, look what is happening here and everyone’s on the 
edge and, uh, a good manager will be like, OK, well, you know, let’s get extra staff and maybe 
we’ll get like heavy workload staff…”   
 
Supportive team environments were depicted as a place where a person could freely 
voice their concerns regarding potential violence and aggression on the unit, develop treatment 
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plans to work with patients at an increased risk for violence, and provide consistent limit setting.  
Sophie described supporting colleagues by reaching out to each other and checking in with one 
another.  Mandy described issues with having inconsistency in unit rules or guidelines.   
A need for team debriefings following an incident of violence or aggression was 
discussed by participants.  Certain factors, such as who is attending, and the timing of the 
debriefing, were important considerations when doing a team debriefing. Nurses described 
heightened sensitivity to questioning from managers and stated that the initial contact from a 
manager should be one that is supportive and validating.  Asking specific questions immediately 
following the event was viewed as being unhelpful.  In some cases, nurses described feeling as 
though their experience was being minimized by their manager.  Mark viewed debriefing as an 
opportunity for those involved in the event to share their experiences and brainstorm possible 
preventative strategies without shame or judgment. 
“For me I appreciated validation from my colleagues.  That like, that was a shitty thing 
that happened. Um. And it wasn’t your fault. And are you OK?  And like you’re still a good 
nurse. Um. And, uh, like follow-up from management would be nice... provide support and then 
we can like look at the situation. And it doesn’t have to be about blame. It can be about 
learning.” 
 
One participant highlighted the value of having input and support from the attending 
psychiatrists on the unit.  Another participant described a gap in the amount of support he or she 
receives from psychiatrists, and stated he or she feels as though psychiatrists do not take nurses’ 
safety seriously.  Nurses highlighted a need for consistent follow-up, team debriefings, team 
treatment planning, and effective communication.   
“You just watch out for each other I think and you kind of like anticipate situations that 
you’re concerned about.  And tell, and tell new nurses to, to just, yea, and let you know if they 
get, trust their gut. All the things we were told in nursing school.  You know. Trust your gut if you 
feel like something’s not right, and make sure other people are aware there’s a, there could be a 
problem. And you just keep an eye on things…” (Evelyn) 
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“Keeping that communication open all the time because you’d be surprised that, oh well, 
my co-worker saw the patient do something earlier, didn’t say anything. They thought it was 
nothing but it ended up being something quite big.  So always keep the communication open with 
everyone.” (Allison) 
 
Another approach to teamwork was the concept of team nursing or the ability to change 
patient assignments.  Each shift, nurses are assigned a set of patients.  Participants in this study 
discussed how transferring or switching patients to another nurse on the team, or even to another 
unit or facility, can be helpful when working with particularly violent patients.  Hilary described 
how she has been able to continue to work with patients who have assaulted her and that she has 
worked with colleagues who have requested to have patients reassigned after an assault has 
occurred.  Mark described that on his unit nurses may request that a patient from their 
assignment be switched with another nurse.   Allison explained how switching patient 
assignments may benefit a nurses’ overall wellbeing. 
“Number one, yea, that’s probably what people get burnt out from. Yea, dealing with 
aggressive stuff or, yea, just somebody swearing at you constantly or, yea, um, it can really, it 
can really wear you out so. Yea, people have to know when to, uh, take a break. Oh. Sometimes 
nurses will, um, switch patients if they’re feeling burnt out too which is good.  That’s helpful that 
some, that’s something and a manager can do to help out on the unit…That’s something we were 
doing with one particular patient for a long time so.  And if we weren’t doing that, I think, um, 
that would have been really hard on whoever was working with that person every day. Like yea, 
so. We all took turns and, yea, I think we were all sort of less burnt out because of it…” 
 
One participant highlighted that the practice of switching patient assignments is difficult 
to implement when relief or causal staff are filling in, as patients with an increased risk for 
violence or aggression are not generally assigned to casual or relief nurses. 
The concept of teamwork, at times, extended outside of the unit in question.  Participants 
from hospitals with more than one mental health unit discussed how staff from other units will 
come to their unit for extra staff support when there is a potentially violent situation.  Some 
participants discussed instances where patients were transferred to another hospital or another 
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unit within the same hospital.  While some participants acknowledged that this practice does 
occur, they also reported transferring patients to other units, or hospitals is not always a readily 
available option.  
A balancing act.  The art of balancing competing demands was evident in nurses’ 
descriptions of risk management.  Nurses’ described a desire to create a therapeutic and 
comforting environment for their patients while at the same time ensuring and maintaining 
safety.  Depending on the patient population, having easily accessible comfort items, such as 
crafts and coloring supplies, is not always an option.  Allison described a time when all comfort 
items need to be locked in a secure room as one patient tended to use these items inappropriately.  
Another example of balancing the patient needs and safety is the act of searching of patient 
belongings on the unit.  Patient belongings were searched by staff upon arrival to unit to ensure 
that dangerous items were not being brought in.  One participant described scenarios where 
knives and syringes had been confiscated.  Allison pointed out that unit staff who perform these 
searches are not equipped with proper safety gloves, and again the balance between protecting 
the overall unit and the individual performing the search was apparent.  
 Most of the nurses mentioned using restrictive measures as a way of intervening during 
an event of patient violence or aggression.  The most commonly discussed intervention was the 
use of seclusion, followed by using sedating medications.  Seclusion was often described as a 
‘last resort’ option and generally used when there was threat of physical injury to self or others.  
One participant believed that seclusion could be beneficial as a preventative intervention to 
violence and aggression.  Mark shared a different view, 
“…they might end up in seclusion because that’s not good for a patient and that’s not good 
for staff.  People can get hurt. Uh. There’s feelings of anger. Feelings of being, of people being 
betrayed. You know you betrayed by patients. They feel they’re being betrayed by the very people 
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that they would, they expect, you know, the people to help them…I’ve never been comfortable with 
putting somebody into seclusion.” 
 
  There were mixed views among participants with regards to the use of seclusion.  Some 
of the participants described feeling unsupported by their managers when seclusion was used and 
reported increased pressure to refrain from using seclusion all together.  
“…there’s always the seclusion room which might not be the most popular but with 
management anyway. But, uh, for nurses and the nursing staff and the co-patients, if, if their 
safety is on the line, yea, we, we have to do that.” (Josh) 
 
 “…how many people have to get hurt, right? Like, and it starts feeling like who does the 
administration care about more? Like do they care about their employees? Or do they just care 
about how it looks? If this unit has lots of seclusion or something, right? Um. So I don’t know. 
There’s been too much violence.”  (Mandy) 
 
Sophie highlighted the challenges associated with using the least restrictive measures 
possible when trying to balance the needs of the patient, the needs of other patients on the unit, 
the needs of staff, and the overall physical safety of the unit. 
“…they’re wanting to like reduce seclusion.  And, um, you know obviously injuries happen 
too when you’re putting your hands on people and you’re putting people into seclusion and 
seclusion is a traumatic event. And like everyone thinks, I can’t even remember now the original 
premise like everyone had trauma so you don’t want to re-traumatize people with using seclusion, 
right?  Um. So you’re kind of just letting people, like you’re not, you’re, escalate to the point of 
like throwing like something at you. Like you see someone pulling at the door, they’re wanting to 
leave and they don’t want meds.  But you almost like have to wait until the point of like, oh, then 
they did grab the monitor and try to throw it at us. Whereas before then, you know, like maybe it’s 
because he wasn’t calming down at first, put him in seclusion?   but, you know, you wait for that. 
But then he could have got injured when somebody like grabbing a monitor or trying to rip it. And 
sort of throw it at us almost. Right?  So it’s hard to kind of kind of navigate those things 
sometimes…” 
Balancing is an art that requires flexibility, an ability to trust yourself, and in the context 
of patient violence and aggression, to also trust those you are working with, including those in 
leadership positions.  Nurses in this study emphasized the challenges associated with balancing 
safety and comfort in acute care mental health.  The challenges presented by the participants seem 
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to be compounded by their perceptions of a continued cycle of violence.   Mandy and Hilary 
described an ongoing cycle of violence where physical, chemical, or restrictive interventions that 
have little to no effect on changing patients’ behaviour. 
  Using security and police services.  The use of security services was discussed by 
seven of the eight participants.  The participants highlighted the role of security during violent or 
aggressive events.  According to multiple participants, security officers could be called to the 
unit as events begin to escalate, or when nurses sense the potential for violence or aggression.  
Evelyn described one of her strategies when working with violent or aggressive patients. 
 “the need to have like more people present during interactions and sometimes, um, 
calling Security. Often calling Security for back-up, um, when someone starts getting ramped up 
before it gets too, too bad, we start calling for help ahead of time. Just to anticipate that having 
more people there might be helpful. And sometimes that works.” 
 
 Josh also described a situation using security as back-up. 
“…we were expecting a lot of violence today from him. But we had, we had talked, we 
were expecting it all day so we were discussing it all morning. OK, what’s the game plan for 
after lunch when everyone gets back from their break. This is how it’s all going to go down. 
We’re going to, you know, call Security up and, uh, have a good, you know, sort of presence, uh, 
staff. And if we need to Security, they’ll be waiting sorta on hand and, uh, so we approached the 
guy and, um, he sat up and he was sort of spouting some, uh, delusional stuff and we just said, 
yea, we just kinda, you know, told him time to take your meds and he took them no problem. We 
were all so surprised that he didn’t fight us.” 
 
 One of the participants emphasized the difference between hospital-based security 
services and out-sourced security services.  Claire reported that hospital-based security services 
took a more active role when a violent or aggressive patient was exhibiting dangerous behaviours 
compared to security guards that were out-sourced from private agencies in the community.   
The police also played a role in managing violence and aggression in acute care mental 
health settings, according to the nurses.  One participant explained that they had been instructed 
to contact the police when patients have exhibited violent and dangerous behaviour towards staff 
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or property.  The nurse acknowledged that contacting the police is generally the “last line of 
defense” when trying to get control of a dangerous or violent situation.   
The option to file a police report following an assault was discussed by multiple 
participants.  Claire stated she has filed reports with police after being assaulted and would not 
hesitate to do so in the future. 
“…so I did make a police report, called the police. And they actually came to the unit this 
time because my thinking is, as I have [family members] that work in the field…I believe that, uh, 
the more of us that get hurt, whether it was, it doesn’t have to be intentional, doesn’t have to be, 
um, like preplanned or whatever or targeting just one person, I think we should all do them, the 
reports just so it’s documented in a formal way because these patients go to different hospitals 
and, um, there should be a record because then somehow it might be able to prevent, uh, further 
down the road.” 
 
On the other hand, Hilary described being hesitant to make a formal report or complaint 
with police. 
“…if I charged a patient who assaulted me, then I have to go to court. But still have to 
work with them, I think that just would be really awkward and then it just would ruin the rapport 
that you’re supposed to try and develop with them...  I probably wouldn’t want to work with 
them, if that was the case too.” 
 
The participants that discussed filing police reports also disclosed that they often feel 
unsupported in making this decision.  Evelyn stated, 
“Like people do not feel comfortable phoning the police and making a police report 
unless they have support from management and doctors.  And so that would be useful. Like when 
someone’s seriously assaulted, and everyone just sort of simply says, you know, well they should 
press charges. Then it’s just left there.  And they’re not going to press charges. I, I already know 
what to do. If I’m going to press charges, I would be very intimidated to do that with the system.  
So I think, um, stuff like that should be a little bit more open. Like I think if the doctors are 
saying, you know, to themselves or in the back room, you know, well they should press charges. 
Then they should be probably talking to that person that got seriously assaulted who already is 
either off work or is hurt. They should be going to them or phoning them and saying, we would 
support you doing this. This is what you need to do.  Or do you want to press charges. Like that 
communication as far as I know does not happen.  I never hear it or hear about it.” 
 
Building rapport.  All the nurses highlighted the importance of building rapport with 
their patients as a way of managing potential violence.   Building rapport was often described as 
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being inquisitive and asking patients about their likes and dislikes, as well as engaging together 
in some type of activity.  Participants described the art of building rapport as being “real” with 
patients.  Examples of this were described in the context of engaging in open, honest 
communication, describing observations of aggressive behaviour as they occur, and confronting 
aggression with verbal communication. Engaging with patients in activities they might enjoy was 
also described as way to build rapport.   
Allison explained the ways in which she got to know patients. She gave examples such as 
engaging patients in colouring or going for a coffee together.  She went on to explain that what 
worked for one individual, on one occasion, might not work the next time.  Evelyn explained that 
completing admission paperwork was an opportunity for her to connect with patients.  She 
described the admitting process as a time for the patient to get to know the nurse, as well as a 
time to learn what was important to the patient and validate what has happened to them.  Mark 
talked about the importance of inquiring after a patient’s wellbeing.  This could include checking 
in with a patient, taking time with the person, and orienting the patient to the unit.     
One participant explained,  
 
 “[There is] this patient that comes in like a couple times a year. Whenever she first 
comes in, she’s always like very violent and she’s, that’s the one that tried to jump over the desk 
at me. She’s like scratched up, try to jump at staff lunging. So when she first comes in, we always 
like, um, she always wants like all these Sprites and all these coffees and we just kind of like let 
her be and like make sure we’re, you know, giving her what she wants and giving her space so 
that there isn’t like. Like usually we wouldn’t be giving someone like 5 cans of Sprite like all 
night if you don’t have a lot. But with her we get an extra one and make sure we’re doing it 
because we don’t want it to lead to that situation.  Like we want to do what we can.  Doesn’t 
mean that we’re always going to be able to prevent that from happening. But, you know, there’s 
certain things that can help…”  
 
 Multiple participants described using ‘Personal Safety Plans’ as a way of getting to know 
the patients.  Nurses described the Personal Safety Plan a tool used to prompt discussion with 
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patients regarding activities they find calming or distracting, as well as events that may be 
triggering for patients. 
“I mean we have those like personal safety plans too that you can kind of refer to. Like, 
oh what calms me down. So sometimes you kind of look at that one… like to do like crosswords 
or read a book. Is there anything that he can read or.  You know. Anything we can help to use to 
slow you down. So kind of in like their own strategies that they normally use.” (Sophie) 
 
 “Well, I mean, just kind of working with the patient to see what, you know, what stresses 
them out and what works? What helps them settle down, you know.  That’s kind of what six core 
was to me anyway…We work with them and just sort of see, OK, like what can we do? How can 
we help? What can we do today? Like how can we make, help you feel more comfortable 
today?” (Josh) 
 
Evelyn shared how working on the relationship with a patient may be able to contribute 
to creating a safe environment for all. 
“Usually try and just like build some rapport and just, um, you know, try, try and 
advocate for them to have things that they really want to and tell them that I’ll, you know, want 
to work with them and, uh, try and get them the walks or whatever. But that they need to do their 
part and stay safe on the unit. Keep other people safe. Sometimes that works.” 
 
 Nurses in this study valued getting to know the patients they work with.  Rapport was 
identified as protective factor in managing, or even preventing, patient violence and aggression, 
yet rapport, or having a therapeutic relationship, with a patient does not always protect a nurse 
from being the victim of violence or aggression. 
“And it doesn’t matter how you develop a rapport with her. Um. Because she’s still, she 
still has that potential to act out violently against you.” (Hilary) 
 Vigilance and communication.  Participants discussed vigilance and communication as 
strategies to predict violence.  Mark described intuitiveness in the context of paying attention to 
verbal and non-verbal cues. 
 “And a lot of nurses that go by their intuition. If you go in there and you talk, you get a 
sense that something’s a little bit off. You may go, OK, well, you know, I’ll come back and I’ll 
talk to you, And say, you know, the person’s telling me all the right things but I’m not getting, 
because as psychiatric nurses we’re not listening to, we’re not just listening to the verbal. We’re 
listening, looking for, you know, body language, um, the tone of voice. All the things that tell us, 
OK, this person’s telling me the truth or this person is not lying to me outright but there’s things 
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that not, they’re not telling me or they’re not opening up completely.  Things like that. So you go 
OK. And from there you formulate how you’re going to approach the person.” 
 
There was a sense that nurses strive to balance awareness and vigilance within the 
participant responses.  Mandy stated, 
 “Also don’t like go to work expecting that people are going to be violent because that’s 
just going to put a whole damper on your day” 
 
  Josh provided the following advice to acute care mental health nurses. 
 “Be vigilant. That’s how you prevent violence. I think that’s it.” 
 Evelyn discussed the connection between awareness and communication to prevent 
violence or aggression. 
 “You just watch out for each other I think and you kind of like anticipate situations that 
you’re concerned about.  And tell, and tell new nurses to, to just, yea, and let you know if they 
get, trust their gut. All the things we were told in nursing school.  You know. Trust your gut if you 
feel like something’s not right, and make sure other people are aware there’s a, there could be a 
problem. And you just keep an eye on things, a closer eye.” 
 
 Allison shared similar advice. 
“Good old gut feeling. Sometimes like that uncomfort…, something doesn’t seem right.  
Talk to someone. Talk to a colleague. Um. Always talk. That, that’s huge. Just work as a team, 
cuz team nurse, like team nursing whether it be team nursing or team. Just the team.  Including 
your, the unit assistants and everyone that you’re working with.  Keeping that communication 
open all the time because you’d be surprised that, oh well, my co-worker saw the patient do 
something earlier, didn’t say anything. They thought it was nothing but it ended up being 
something quite big.” 
 
Self-Awareness.  Participants highlighted the role of self-awareness when working with 
violent or aggressive patients.  The ability of the nurse to self-reflect and practice self-
compassion was woven throughout the participants’ responses.  Nurses’ self-awareness included 
the ability to self-reflect in the moment as a way of managing a potentially violent situation.  
Mandy shared that self-reflection allowed her ability to modify her approach with a patient. 
“I couldn’t talk to her very effectively. Like I had trouble helping her like de-escalate 
because I was scared that like once I saw signs of her escalating there was nothing I would be 
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able to do about it. And then, um, it got to a point though where I was like, OK, well me like 
being scared isn’t really going to help anything. Um. And so I stopped kind of responding to 
some of the like violent things she did. Like to objects. So like, for example, she was like 
punching a toilet paper roll holder like really, really hard. She hurt herself because of it. And I 
didn’t say anything or do anything. I just let her punch it and like get it out of her system.  Um. 
And that de-escalated it. Rather than like draw attention to it and then that probably I wouldn’t 
be surprised if she got up off the toilet and hit me.  So. It changed like how I respond I guess to 
violence in both being like cautious and backing away from people and like just kind of 
tolerating it and like letting people get it out.” 
 
 During intense situations nurses rely on their ability to be reflective rather than acting on 
human instinct.   Despite being the victims of patient violence and aggression, nurses in this 
study, made effort to put the patient’s safety first, and to use the least restrictive measures 
possible.  Mark shared his reaction during an assault in which a patient had bitten his arm. 
“And all of a sudden he just turned and just bit right down. Well of course the shock right 
away is first of all, because I was, had short sleeved shirts on. One is OK, this person’s biting 
me. Now what?...The only thing I could do was, was, until Security got there, was literally had to 
take my left arm and pinch the nose of the person so they couldn’t breathe.  And that way, he let 
up a little bit but not enough. I just kept saying, you know, let go of my arm. Let go of my arm. 
Plus he’s trying to tell me something but he’s unintelligible. Meanwhile I’m screaming. Now I’m 
screaming, you know, this hurts, you know.  Stop biting my god damn arm…The first thing to do. 
First thought would be is literally punch this guy in the head.  That’s my thought is punch this 
guy in the head but no, I’m trying on, I’m trying to move and I can’t.  So all I could do was like 
arm bar, it’s like across his forehead to keep him from, from getting down. By that time Security 
intervened and they managed to get him away.” 
 
 The ability to not personalize assaults and abuse was highlighted by some participants.  
One participant shared that a patient who is experiencing active symptoms of a mental illness 
may act in ways that would otherwise be out of character for that individual.  Another participant 
purposefully separated her work and personal life.  Self-awareness was also described as being 
able to separate personal biases and practicing a non-judgmental approach with patients.  The 
ability to self-reflect was also discussed as way to take note of the therapeutic relationship and 
examine any urges to become distant with patients. 
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 Finally, self-awareness was described in terms of having self-compassion and engaging 
in self-care.  Mark encouraged the use of reaching out to supports and talking about issues 
instead of letting them build up inside.  Evelyn highlighted that reaching out and talking with 
friends or family can be difficult as nurses are required to protect patient confidentiality, thus it is 
not always easy to obtain that type of support outside of the work environment.  Many 
participants spoke about how they engage in self-care.  Descriptions of self-care included 
exercise, yoga, visiting with friends, and knowing when to take a break.  Sophie described the 
role of acute care mental health nurse as being “emotionally draining” at times, and how 
focusing on self-care has allowed her to separate her work and personal life.  Sophie stated that 
self-care was a nursing skill that was emphasized when she attended nursing school, and she felt 
well prepared to engage in self-care as part of her nursing practice.  Josh highlighted the 
following, 
“So you really have to be vigilant I think. But not, not to the point where you’re just like, 
you know, so anxious that you can’t like hold, hold still or. Yea, you want to be able to relax too 
so. Um. Yea, and self-care I think. A lot of nurses need to be, get to themselves first. It’s hard to 
be compassionate when you don’t have compassion for yourself, right?” 
 
The Role of the Organization 
Overall there was a sense that participants felt that little was being done to prevent 
violence and aggression in their workplace.   Half of the participants expressed their frustration 
with the lack of organizational support and protection from violence and aggression.  Among the 
organizational supports in place, it was noted that there was not one strategy consistently 
mentioned by this group of nurses. The consistent message from participants was that there is not 
enough being done to protect them from violence and aggression at work.  Sophie explained,  
“No, I feel like, I don’t know, I don’t feel like the organization really does a good job of 
like protecting staff from that... I mean we keep always saying we need more staff on evening 
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shift and nothing ever gets done because there’s never funding. And it’s kind of like a dead-end 
road.  There doesn’t seem to be many repercussions for this violence against us like.” 
 
Evelyn shared similar sentiments, and again highlighted the role of security in the 
workplace. 
“Well, I don’t think there really are. I really don’t think there are.  Like I know there’s 
Workplace, um, Safety and there’s like, I think there, there used to be signs up about no violence 
and stuff like that. But I don’t, I mean people just rip them off the walls.  That has no impact. I 
mean having, handing out the brochures about seclusion and about, um, no violence, like I don’t 
think that has any impact on people that are going to be violent.  Half, you know, half the time 
they just throw them out.  So I don’t think there are really any strategies, other than having 
really good security…” 
 
 Another two participants mentioned posters indicating an abuse free area and echoed 
Evelyn’s opinion that these signs had little to no effect on the amount of violence or aggression 
that occurs on the unit.   
Tracking violence.  A small number of participants described tracking violence and 
aggression on acute care mental health units.  The first tool mentioned was the Broset Violence 
Checklist (BVC).  Woods and Almvik (2002) defined the BVC as “a short-term violence 
prediction instrument assessing confusion, irritability, boisterousness, verbal threats, physical 
threats, and attacks on objects either present or absent” (p. 103).  Once participant indicated the 
BVC is used to track and indicate any violent or aggressive behaviours exhibited by the patient 
and is used to communicate risk of violence to nurses coming on to the next shift.  Sophie had 
this to say about the BVC.  
“Well they have like a BVC score when people come in for the first 3 days but no one 
ever looks at that. So it’s like I feel a pointless piece of paper.” 
 
 Another risk assessment tool discussed by some of the nurses was the Aggressive 
Incidents Scale (AIS).  The AIS is a tool that records acts and severity of violence, using 
common language, as well as the level of intervention used by the care provider (Chiamowitz & 
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Mamak, 2015).  The AIS was described as being an effective way to track violent or aggressive 
behaviours exhibited by patients.  Participants shared similar feedback about the use of the AIS, 
highlighting the ways in which the scale has been used to track changes in patients’ behaviour, 
and influence treatment planning.  
Violence and aggression training for nurses.  Claire and Mark both mentioned the use 
of Non-Violent Crisis Intervention (NVCI).  NVCI is a training program aimed at providing 
professionals with strategies for behaviour management with a focus on providing a safe and 
compassionate environment (Crisis Prevention Institute, 2019).  Claire reported that NVCI was 
reviewed yearly during a one-day education session for in-patient staff.  Mark stated this when 
describing his experience with NVCI amid a patient assault. 
 “…or do the appropriate NVCI, um, the physical interventions that should get the person 
from stop biting me.  It’s different when you see blood coming down your arm. And you’re in a 
whole whack of pain. [chuckle]” 
 
 Another organizational strategy mentioned by three of the participants was the Six Core 
Strategies.  The Six Core Strategies to Reduce the Use of Seclusion and Restraint (Six Core 
Strategies) is an evidence-based framework consisting of six general strategies for organizational 
planning to reduce the use of restraint in health care settings (Huckshorn, 2004).  Josh described 
the Six Core Strategies as the following. 
 “…if you, uh, if you treat somebody with respect and give them privileges and liberties 
and sort of, you know, treat them like, you know, you would want to be treated hopefully they 
would, you would get that back.  And that’s been a good role for me. Uh. It’s worked for me. I 
don’t just, you know, I don’t call it six core really but it is. It is. Like it’s the same principles I 
think. Um.  Well, I mean, just kind of working with the patient to see what, you know, what 
stresses them out and what works? What helps them settle down, you know.  Um. That’s kind of 
what six core was to me anyway.” 
 
 Mandy shared an opposing view of the Six Core Strategies initiative.  
“Like that six core thing’s bull shit. It’s not that I’m like, it’s not like I’m like, yea, throw 
everybody in seclusion. But like, um, but, uh, like, I don’t know, it just doesn’t sit right with me. 
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It feels like I’m supposed to be OK with being assaulted. Um. And I’m supposed to worry more 
about someone else being traumatized by going into seclusion. But like it’s also, it can be 
traumatizing to, like it’s not pleasant to put someone in seclusion. It’s also not pleasant to be 
assaulted, um, at all, period.” 
 
 Two out of eight participants discussed a provincial violence reduction program.  Claire 
had limited information on what the status of this program was at her workplace, but stated the 
program would include alerts on patients with a history of violence, and this information would 
be collected in the emergency department, and then shared with other areas of the hospital.  
Mandy shared her concerns regarding this program. 
 “Like there’s just this Violence Prevention Module really. And I kind of laugh, like, like 
there’s a UA with broken ribs. A nurse got stabbed. There’s been multiple nurses on like 
[location] who have like taken beatings from one patient. Like there’s probably like inches thick 
stack of near-miss injury forms on [location] from that one patient that punched me like and 
that’s just physical stuff.  And like I don’t, like but what are you supposed to do with the patients. 
Like they’re either really ill or they have like nowhere to go or something.  Sometimes I’m like 
why is this person even here? Like why are they allowed to like hurt us like this?  And also 
remain in hospital? Particularly when there’s someone who is not acutely ill anymore.” 
 
Organizational supports following a patient assault.  Three participants discussed the 
formal reporting procedure following an episode of patient violence or aggression.  Participants 
reported that violent events are tracked using an online occurrence reporting system, as well as 
pen and paper forms for reporting and tracking staff injury or near misses.  Evelyn described 
completing paperwork as a way of processing a violent event, while other participants described 
the process as cumbersome. 
“Also like the near miss injury forms are supposed to be filled out by the end of the shift. 
Like when you just got punched in the face, you don’t want to stay and like fill out this form. Like 
I’ve seen lots of nurses not fill out those forms actually and not fill out like workload staffing 
reports because they just want to go home.   And like even if like the patient hasn’t hit them, 
they’ve been yelling at them all night, they just want to get out of there. It would be nice if there 
was an extended period of time that you could do that? Um. Like 48 hours. Like. Or if you didn’t 
have to justify why you didn’t finish it by the end of the shift or something.”  
 
THE EXPERIENCE OF ACUTE CARE MENTAL HEALTH NURSES 59 
 Staff injury or near miss forms are forwarded to an occupational and environmental 
safety and health department.  Multiple participants in this study reported inconsistent follow-up 
from their occupational safety department upon completion of a staff injury form.  According to 
Hilary, 
 “No one called me. But I know someone else who’s filled the form faxed it on the same 
person, they were called. Kind of weird. So, yea, I think you’re supposed to be connected with 
someone and offer support.  Whether that be formal team debriefing.  Or time out or, um, EAP 
[employment assistance plan] counselling or whatever it may be.” 
 
 Mandy shared a similar experience, but noted the lack of follow-up from the unit 
manager, and from the occupational health and safety department.  Participants highlighted the 
value of feeling supported by managers following a violent event and reported that asking 
specific questions about how the event unfolded are unhelpful when they are asked immediately 
after the event has occurred.  According to some participants, rather than asking questions about 
what happened, it would be more helpful to validate and acknowledge that this was likely a 
difficult and challenging situation.  Participants highlighted that debriefing is a process that 
should occur after those involved have received supportive feedback, and the debriefing process 
should include all those involved with the incident. 
Multiple forms of debriefing were discussed by some of the participants.  The first was 
the use of the Crisis Incident Stress Management (CISM) team.  CISM is model of debriefing 
that has evolved from earlier crisis intervention procedures and has been implemented in 
organizations to address the aftermath violence or aggression (Everly, Flannery, & Mitchell, 
2000).  Another type of debriefing was described as occurring among team members who had 
been involved in the incident, or with the care of the patient, and was led by the unit manager or 
charge nurse.   
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“So debriefing is when, after, we try to do it within the first few hours after or at least in 
the first 24 hours after the incidents happen. Where the people immediately involved, uh, will be 
taken aside by, if it’s not the unit coordinator or unit manager, it’s by the person’s in charge of 
the unit that night or that whatever particular time it is. Um. No notes are taken. You go in there 
and they talk about the situation. How did you feel? Do you think it was resolved correctly? You 
know. What could we have done better? Everybody shares ideas. And the unit coordinator writes 
…down the ideas so that, you know, you can look at each incident differently. Go, OK, well this 
is what we did. Do you think we could have tried things differently? It’s not to say you did things 
wrong. It’s not. It’s not to put the blame on somebody.”  
 
While Mark reported debriefings are occurring more regularly and regardless of injury, 
other participants described team debriefings as occurring inconsistently.  A couple of 
participants also discussed the ability to access private, individual counselling services through 
their Employee Assistance Program (EAP), if needed. 
 Allison described support services as often being underutilized, specifically with regards 
to having a CISM meeting.   Allison finds that having a CISM is helpful, however, she did not 
often hear of them occurring despite frequent events of violence and aggression in her 
workplace.   
Interestingly, two participants mentioned the use of a healing circle.  While this did not 
appear to be common practice for the participants involved, Mark described the effectiveness of 
attending a healing circle after a serious violent assault with a patient and Claire suggested that 
perhaps one way to support staff following a violent event would be have a healing circle with 
the staff involved, the patient, and the psychiatrists as a way to learn and heal from the event. 
Uncovering the Potential Consequences 
Nurses called to attention multiple areas that are impacted because of their experiences of 
patient violence and aggression.  Taking time off work, physical and emotional injuries, burnout, 
impaired ability to be perform at work, and the retention of nurses were influenced by nurses’ 
experiences of patient violence and aggression.  Nurses not only described the ways in which 
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these experiences impacted their work, but also the repercussions they experienced in their 
personal lives. 
Increased use of sick time.  Over half of the nurses reported they had taken time off 
work due to injury or increased stress levels.  The amount of sick time varied with each 
participant.  One nurse reported they were absent for 10 days following a patient assault.  Sophie 
advocated nurses take extra time off as needed and to not “rush back and make sure you’re doing 
well first”.  One nurse disclosed that during an especially challenging time at work her sick time 
increased significantly.  During this time there was quite a bit of violence occurring on the unit 
with one patient.  This nurse described feeling anxious and found it difficult to get to work.  
Eventually the nurse was required to speak with the manager and come up with a strategy to 
remedy the increase of missed work time.   
 Nurses described needed time off for both mental relief and physical injury.  Another 
nurse reported an increase in anxiety, as well as, an exacerbation of previously diagnosed 
depression. 
“…the anxiety coming into work every day.  And then throughout the shift was immense. 
Like from physical shaking to like breakdown crying, talk to the manager about it kind of to that 
escalation. Um. Specifically just for, we didn’t know what was going to happen that day because 
of the violence, whether to [the] patient…or myself... It was so anxiety driven. Um. It was 
difficult but did be able to be like, OK, no, put it, come together because you do have a job to do. 
I have my job to do. I have to still take care of the patient and to the best of my ability did…” 
 
Injury.   Permanent or serious injury was a worry for nurses in this study.  Sophie 
described that nurses’ risk for injury increased every time they are required to physically 
intervene with a patient.  Claire mentioned that some colleagues have experienced post-traumatic 
stress disorder and highlighted the risk for serious injury during a patient assault and the feeling 
of vulnerability and anger that she experienced. 
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 “I mean, yea, I just hit my shoulder but I could have hit, I don’t know, some part of my 
head and been knocked out or you just, it, you just feel very vulnerable… I was angry after I got 
hurt too. It’s like I’m going home with a sore shoulder and I’m not one to take time off 
work…It’s like, it’s annoying. I don’t want to feel like this on work time or home time, right?” 
 
 In addition to physical injury, nurses worried about the potential risk of blood borne 
illnesses.  Following a patient assault via biting, Mark was required to seek medical attention 
which included an updated immunization for hepatitis and the option to take post-exposure 
prophylactic medications for HIV.  The fear of long-lasting injuries such as broken bones or head 
trauma were also discussed by some participants. 
Some participants used words like ‘burnout’ to describe the impact of dealing with 
incessant or even constant verbal and physical aggression.  Sophie described the impact of 
working in an environment where the fear of injury is prevalent: 
“…Because you see those people that have been doing this job for like 30 years and that 
happened and they’re like, they’re like always worried about everything. So high strung.” 
 
Decreased patient engagement.  Experiencing patient violence and aggression in acute 
care mental health was described as having significant impact on patient care and patient 
engagement.  Nurses described changes to their nursing practice and approach following patient 
violence and aggression.  
Hilary would maintain basic nursing duties, but she would “steer clear” of patients who 
were perceived to be at high risk for violence and aggression, specifically those who have 
targeted women in the past.  Mandy described how after she was punched by patient, while 
checking the patient’s vital signs, she noted a change in how she provided nursing care.  Mandy 
noted that she was “walking on egg shells”, felt hesitant to engage with patients, and developed a 
fear of being too close to patients.  Mandy described a “cognitive dissonance” and shared her 
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belief that psychiatric nursing involves being near patients, and that despite her fear for her 
personal safety, she continued to provide the care needed. 
 Participants were less likely to approach patients alone for medication administration and 
requested that patients meet them at the nursing desk during medication administration.  Some 
participants viewed the nursing desk as a safety barrier between the nurses and the patients.  Josh 
described how the nursing desk can be used by nurses when there is a potential for violence or 
aggression.  
“Like I said, people don’t want to do the activities on the unit as much. Maybe they just 
want to sit behind the desk and just monitor and just watch because maybe they feel like 
defensive, like something’s going to go down that they need to be like, you know, on the edge for. 
So everyone’s just kind of at this heightened sense of arousal and, and just so they can be more 
privy to stuff going on on the unit.” 
 
Impact on personal life.  Problems associated with being the victim of patient violence 
were not confined to the participants’ professional lives.  Nurses described experiencing negative 
consequences in their personal lives due to patient violence and aggression.  Nurses described 
ruminating thoughts about work while at home and one participant disclosed that these intrusive 
thoughts impaired ability to sleep.  One participant described having impaired concentration 
while driving home following an aggressive event while another participant described difficulty 
leaving home, even for social engagements, and became withdrawn from friends.  One 
participant noticed feeling irritable when working with a patient who has been quite intimidating 
and unpredictable.  
Given the impact on nurses’ personal life, the researcher was not surprised when nurses 
brought up the impact of patient violence and aggression on retention and recruitment. 
Retention and recruitment of mental health nurses.  Staff morale and poor job 
satisfaction were impacted by patient violence and aggression.  Claire endorsed concern for the 
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future generations of acute care mental health nurses.  One nurse disclosed that she does not 
imagine herself working in this area over the next 15 years.  The nurse described her physical 
safety and the safety of patients as factors contributing to a desire to work outside of acute care 
mental health. 
“Partially it is violence. And then, um, there was like a suicide at my unit last year. And I 
was there at the time so I that plays into it. And it is just a very, um, what’s the right word. I 
guess like a lot can happen, you know, like there’s just so many safety concerns… You have like 
the violent and then you have, you know, people trying to self-harm, other things like that.” 
 
Evelyn called to attention the impact of violence and aggression on nurses’ overall job 
satisfaction. 
 “…it affects our job satisfaction. I think it affects, um, it makes, it just makes everything 
more stressful. It just makes the whole environment more stressful. It’s already intense and busy 
but when you add that on top of it, it just makes some shifts like endless. It feels like you’re there 
for two days instead of like one day.” 
 
Disempowerment 
 Emotional overtones noted throughout the participants experiences included frustration, 
anger, and a sense of hopelessness.  The theme of disempowerment arose out of these noted 
feelings and the nurses’ described experiences.  The researcher was struck by the nurses’ 
perceptions that not enough is being done to protect them from patient violence and aggression 
in acute care mental health.  There was also a sense that nurses perceive they have no control or 
influence in making changes that they see as potentially helpful in keeping them safe at work. 
 “I don’t really know what else can be done. I just think that there needs to be more 
repercussions for violence against health care workers. Like there just seems to be like part of the 
job.” (Sophie) 
 “I feel at a loss about what to do about the amount of violence that has been going on. 
Uh. I really feel like nothing’s, like nobody’s paying attention.  Like it wasn’t until that like 
guard and cop got hurt on [location] that like it was in the news. Like it’s not that I want to have 
everybody be in the news, but like I feel like I’m not allowed to talk about it. And a lot of people 
don’t realize just how violent the job can be.” (Mandy)  
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Summarizing Emergent Themes 
 The participants in this study graciously shared their experiences of patient violence and 
aggression in acute care mental health.  The analysis of the data brought to light seven themes 
related to the participants’ experiences.  One needs to have an understanding of the types of 
violence and aggression nurses experience and its widespread presence in acute care mental 
health in order to fully appreciate the nurses’ experience of patient violence and aggression.  
Identifying the factors contributing to violence and aggression helps to provide further 
understanding of the potential causes of this phenomenon and may provide some direction on 
how to manage patient violence and aggression in acute care mental health settings.  Nurses 
endorsed feelings of uncertainty, disempowerment, fear, and anger.  The potential consequences 
for the individual and the organization were shared by participants.  Participants acknowledged 
that patient violence and aggression is a problem but that finding a solution is a challenge. 
Despite violence and aggression being described as “part of the job” nurses in this study 
described a genuine interest and desire to work with individuals living with mental illness.   The 
researcher’s perception was that these participants view their role as an acute care mental health 
nurse, as more than just a job.  Nurses provided some examples of going above and beyond to 
support patients during their hospital admission.  Bringing in crafts and engaging with patients in 
meaningful activities are just some examples of how nurses find creative ways to build rapport 
with their patients.  At times nurses are required to make quick clinical decisions with regards to 
maintaining safety on the unit.  Evidence in the data suggests that even when restrictive safety 
measures, such as seclusion, are used, nurses continue to prioritize the safety of the patients they 
work with.  The following chapter will discuss the findings of this study and examine the 
implications for nursing practice, education, and policy development.   
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Chapter 5: Discussion 
The goal of this study was to gain a deeper appreciation for the lived experiences of 
mental health nurses who have experienced patient violence and aggression in an acute care 
mental health setting.  A hermeneutic phenomenological approach was used to interpret mental 
health nurses’ descriptions of their lived experiences.  Participants descriptively shared their 
experiences with patient violence and aggression while working in acute care mental health 
settings.  Nurses working in emergency departments and mental health settings experience higher 
levels of violence compared to other nursing specialties (Hartley & Ridenour, 2011; Hesketh, et 
al., 2003; Howerton Child & Mentes, 2010).  Hesketh, et al. (2003) reported that in their last five 
shifts, 55% of Canadian psychiatric nurses were victims of verbal or emotional abuse, 19.5% 
reported sexual abuse, and 20.3% reported physical abuse.   The psychological effects of 
workplace aggression and violence for mental health nurses remains largely unexamined 
(Choiniere, et al., 2014; Rippon, 2000; Ward, 2011).  Thus, the purpose of this qualitative 
research was to provide an opportunity for mental health nurses to share their experiences of 
patient violence and aggression in acute care mental health settings.   
Akin to the findings of Baby, et al. (2014), this research study noted the cyclical nature of 
patient violence and aggression.  Participants shared their experiences with patient violence and 
aggression in primarily three different periods of time: before, during, and after the episodes of 
violence or aggression.  This chapter is organized into three subsections corresponding to each of 
these time periods:  the roots of patient violence and aggression, the act of patient violence and 
aggression, and the aftermath of patient violence and aggression.  These subsections were 
influenced by the themes which emerged from the data analysis.  The themes included: multiple 
experiences of patient violence and aggression, antecedents to violence and aggression, the 
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uncertainty of violence and aggression, managing the risk of violence, the role of the 
organization, uncovering the potential consequences, and disempowerment.  Implications for 
practice, education, and policy are included within each subsection.  Current literature will be 
used to further discuss and compare findings uncovered in this study.  The strengths and 
limitations of this study will be highlighted as well as considerations for future research.   
The Roots of Patient Violence and Aggression  
Participants in this study shared their views on potential elements that may contribute to 
patient violence and aggression, as well as factors that may act as ways of preventing patient 
violence and aggression.  Elements that were described as precursors to patient violence and 
aggression in acute care mental health included: unsatisfied addiction, lack of autonomy, illness, 
co-occurring disorders and cognitive impairment, and boredom.  Factors described by 
participants that may impact the prevalence of patient violence and aggression included: 
understanding and knowing a patient’s history of violence, keeping distance, working as a team, 
balancing competing demands, using police and security services, building rapport, vigilance, 
and self-awareness.  Firstly, it is imperative to define violence and aggression as inconsistencies 
in this definition have been noted in the literature (Luck, et al., 2006; Rippon, 2000).  
Defining violence and aggression.  The participants described multiple and varying 
forms of patient violence and aggression that they had personally experienced.  In this research, 
nurses commonly experienced patient violence and aggression in the form of verbal and physical 
abuse.  Of note, participants incorporated episodes of feeling, or being intimidated by patients as 
part of their experience of violence and aggression.  Due to the subtle, yet impactful nature of 
this type of aggression, intimidation stood out from those acts, which were described as either 
physical or verbal.  The nurses’ descriptions of intimidation took many forms.  Intimidation 
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included having personal space invaded, being stared at intently, or being threatened with legal 
action.  While these descriptions were not described as being overly aggressive, the nature and 
tone in which the nurses described them highlighted the significance and impact of these 
experiences, especially when they occurred frequently over extended periods of time.  It is 
important to note, that while this study differentiated intimidation from verbal and physical 
aggression, a previous study included episodes of intimidation within experiences of verbal 
violence (Stevenson et al., 2015).  In some instances, participants shared events that primarily 
involved interpersonal conflict between patients.  As this type of violence was not the focus of 
this study, those experiences will not be discussed in this chapter.  The nurses’ experiences 
discussed will focus on those that occurred between patients and nurses. 
Overall, the multiple facets and meanings of patient violence and aggression were 
consistent with Rippon’s (2000) broad definition of aggression 
“First aggression is behaviour with intent that is directed at doing harm to a living being 
whether harm results or not, or with willful blindness as to whether harm would result.  A 
living being includes all living organisms.  Second, aggression can be physical or verbal, 
active or passive, and can be focused on the victim(s) directly or indirectly.  Aggression 
can occur with or without a physical weapon, and can incorporate psychological and 
emotional tactics such as depriving or withholding food nourishment in the form of food, 
love, or affection.  Aggression can be the manifestation of anger and can be directed 
toward oneself or other persons.  Aggression can also occur in the absence of anger” 
(p.456). 
   Similar to findings in another study (Harris, Oakley, & Picchioni, 2013), some 
participants viewed aggression as a less extreme form of violence.  Participants in this study 
THE EXPERIENCE OF ACUTE CARE MENTAL HEALTH NURSES 69 
reported that verbal aggression was the most prevalent in acute care mental health settings.  
Some participants alluded to the fact that verbal aggression can also be the most difficult to 
manage.  The pervasiveness of verbal aggression in this study was comparable to a recent study 
in which 93% of cited incidences were verbal in nature, which included shouting, obscenities, 
and verbal threats (Giarelli et al., 2018).   
Precursors to patient violence and aggression.  Previous researchers noted that the 
following demographic and historical characteristics that seem to be associated with increased 
probability of patient violence and aggression in acute care mental health settings (Dack, et al., 
2013; Stevenson et al., 2013).  These included: being younger, male, involuntarily admitted to 
hospital, single, diagnosis of schizophrenia, multiple previous hospital admissions, a history of 
aggressive or violent behaviour, and substance use (Dack, et al., 2013).  Another study 
highlighted the similar contributing patient- related factors to patient violence: type of 
psychiatric diagnosis, patient’s previous violent behaviour, and substance use (Stevenson et al., 
2013).  Participants in this study echoed similar factors as potential antecedents to patient 
violence and aggression including: smoking, medication administration, boredom, symptoms of 
psychiatric illness, cognitive functioning, and substance use.     
It was unsurprising that smoking was described as problematic in a smoke-free acute care 
mental health setting.  Smoking prevalence has been noted to be among the highest for 
individuals living with mental illness (Lawn & Pols, 2015).  Multiple participants described 
patients’ inability to leave the unit to go for a cigarette as a primary contributing factor to verbal 
or physical violence and aggression in acute care mental health settings.  Similar to participants 
in Ratschen, Britton, Doody, and McNeill’s (2009) study of smoke-free policies, participants in 
this study also described smoking as a coping mechanism for patients and a habit to continue 
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when they have essentially been removed from the familiarity of their life outside of hospital.  
One study described nicotine replacement therapy as often being prescribed to patients who 
smoked, but low use among those prescribed (Ratschen et al., 2009).  This finding was consistent 
in this research study in which participants identified the use of nicotine replacement therapy, 
such as nicotine gum, as a sub-par replacement option. Overall, Lawn and Pols’ (2005) review of 
research indicated that there was no increase in aggression reported following smoking bans in 
mental health settings. These findings were echoed in another study by Hehir, Indig, Prosser, and 
Archer (2013).  It is important to note that within Lawn and Pols (2005) literature review, some 
studies indicated no change, or even a decrease in aggression, following a smoke-free policy 
implementation, while other studies indicated an increase in restrictive practices, such as 
seclusion or use of restraints.  Campion et al. (2008) argued that the studies in Lawn and Pols 
(2005) analysis did not adequately review the context in which these smoking bans occurred and 
whether principals for action required adjustments, or alternate emphasis, depending on local 
circumstances and variations.    Heir et al. (2013) argued that a smoke free facility had a positive 
effect on staff and patient health.  It is unclear as to how the environment and policies described 
by Heir et al. (2013) compares to the policies referred to by the nurses in this study.  Given that 
many patients return to smoking following a period of enforced abstinence while admitted to 
hospital, a more coordinated strategy in managing the problems associated with smoking in acute 
care mental health should be considered (Lawn & Pols, 2005).  Ratschen et al. (2009) asserted 
that if a comprehensive plan is in place, more opportunities for health promotion to a 
disadvantaged and highly vulnerable population may become available.  Suggestions for training 
staff include a focus on nicotine addiction and dependence, its treatment, and the relationship 
between mental illness and smoking (Ratschen et al., 2009).  While there have been published 
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studies arguing that smoke-free policies do not cause an increase in patient aggression (Heir et 
al., 2013; Lawn & Pols, 2005), the participants in this study reported otherwise. 
Following smoking, one nurse from this study rated boredom as the second highest 
contributing factor to violence, aggression, and patient irritability.  Interestingly, another study 
described participants experiencing patients’ heavy smoking because of boredom on the unit 
(Ratschen et al., 2009).  Participants in this study described boredom as having a lack of 
meaningful activities to engage in on the in-patient mental health unit.  Binnema (2004) asserted 
that there is research evidence to support multiple instances in which psychiatric patients 
experience boredom while on psychiatric units.  The concept of boredom has been “understood 
as an emotion interconnected with the experience of meaning” (Binnema, 2004, p.834).  
However, the prevalence of boredom was not further clarified in the literature.  Participants 
reported that a lack of available resources made it difficult to find or create meaningful activities 
for patients.  Having access to items such as exercise equipment, reading materials, crafts, and 
video games were identified as being helpful in alleviating boredom on the unit.  Participants 
discussed the value of having peer support workers available to engage with patients on the unit 
by offering social support, such as a coffee group.  In their study, Bowser et al. (2018) discovered 
participants often experienced “nothing to do” on the unit, resulting in a lack of motivation to get 
out of bed in the morning.  Some participants of the Bowser et al. (2018) study found that routine 
activities, such as smoke breaks, meal times, and occupational therapy sessions were helpful in 
providing structure to the day.  Of note, weekends were described as the most challenging in 
managing boredom as there is less staff present on the unit and fewer opportunities to engage in 
activities (Bowser et al., 2018).  Nurses are not alone in these observations.  Participants in a 
research study on in-patient perspectives highly valued physical environments that allowed for 
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opportunity to engage in a de-escalation process by means of activities and accessibility to areas 
during times of increased distress (Price, et al., 2018). Nurses in this study shared observations of 
boredom which fit in with the three aspects of meaning identified by Binnema (2004).  These 
included the experience of having meaningful roles, the experience of having a sense of control 
or self-determination, and the experience of being in meaningful relationships.  Binnema (2004) 
argued that having a meaningful role provides an opportunity to work towards a sense of self-
control and improve mental health.  Forensic patients in Bowser et al.’s (2018) study shared their 
opinion that “a lack of meaningful activity and enforced idleness” (p. 35), increased incidents of 
aggression.  Based on current literature and the experiences of participants of this study, one 
might suggest that a deficit in meaningful roles, relationships, and self-control may in fact 
contribute to acts of violence and aggression in acute care mental health settings. 
Another example of lack of control or self-determination for patients was found in the 
nurses’ descriptions of violence and aggression during medication administration, especially in 
situations where a patient was found incompetent to make treatment decisions and had ultimately 
lost their ability to refuse to take their medications.  In their study, Bader, Evans, and Welsh 
(2014) also noted increased violence during meal times, medication administration, and shift 
changes.  A previous study found increased frequencies of reported aggression for staff members 
working with involuntarily admitted patients and those staff members had a higher likelihood of 
becoming seriously injured (Nijman, Bowers, Oud, & Jansen, 2005).  The legal status of a 
patient significantly impacted the nurse’s ability to foster self-determination for involuntary 
patients and is an important consideration for clinical nursing practice. 
Participants identified a patient’s illness, cognitive functioning, and presence of a co-
occurring disorder as potential risk factors for violence.  In another study, Giarelli et al. (2018) 
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found that episodes of patient violence and aggression were higher among those with a diagnosis 
of bipolar disorder and lowest among those diagnosed with schizophrenia.  The study highlighted 
that patients diagnosed with schizoaffective disorder were more often implicated in events 
requiring moderate to serious interventions (Giarelli et al., 2018).  Nurses in this study used 
terms such as “mania”, “psychotic”, and “delusional” to describe patients that are more likely to 
engage in aggressive or violent behaviour.  Interestingly, participants rarely used diagnostic 
terms to identify this patient population and instead focused on the symptoms of illness that, in 
their view, contributed to violent and aggressive behaviour. Of note, the interpretation of 
violence and aggression was influenced by the perception of the nurse.  This finding was similar 
to findings by Stevenson et al. (2015) in which nurses readily identified acts of violence and 
aggression as patient violence, if the nurse had perceived the act as intentional, and not the 
symptom of a psychiatric illness.   It is important to note that while most individuals living with 
schizophrenia, major depression, or bipolar disorder do not commit acts of violence, the presence 
of such an illness is associated with elevated risk of violence (Giarelli et al., 2018). 
Substance use as a risk factor to patient violence and aggression was consistent with 
previous studies (Giarelli et al., 2018).  Several participants in this study specifically highlighted 
increased risk of violence with patients who are diagnosed with crystal methamphetamine use 
disorder.  Participants noted a significant increase in street drug use for patients utilizing acute 
care mental health services.  The rise in crystal methamphetamine use is consistent with 
information published by the Addictions Foundation of Manitoba (AFM) (2018).  The AFM 
(2018) reported that there has been a 104% increase in the number of adults seeking addition 
treatment services for crystal methamphetamine (Addictions Foundation of Manitoba, 2018).  
Nurses described situations in which patients presented to the hospital under the influence of 
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illicit drugs, as well as situations where patients returned from off-unit passes intoxicated.  The 
use of drugs was not limited to off-unit passes, one participant described situations in which 
illicit substances were being consumed by patients on the unit as well.  Under the influence of 
illicit street drugs, especially crystal methamphetamine, patients were described as highly 
unpredictable and at an increased risk of violence.   
Participants in this study readily identified elements they believed to be contributing to 
patient violence and aggression in acute care mental health settings.  Giarelli et al. (2018) 
pointed out, the key to preventing physical violence may be found in increasing the amount of 
structured activity for patients, as well as fostering the ability of patients to feel in control of his 
or herself.  Future considerations for nursing practice are to consider the role of smoking for 
patients admitted to an acute care mental health unit and a focus on collaborating with patients in 
their treatment planning.  From an educational perspective, it is important to educate nurses on 
how to enhance patient autonomy, especially in a potentially restrictive environment such as 
acute care mental health.  It would also benefit nurses to have educational sessions related to 
working with individuals with co-occurring disorders, as well as those with cognitive delays.  
Given the rise in crystal methamphetamine use and the increased risk for violence and aggressive 
behaviours, it is imperative that future policy considerations include strategies that enhance 
patient care and protect nursing staff by providing tools, and resources, needed to adequately 
address the rise of crystal methamphetamine use.   
Considerations for reducing patient violence and aggression.   Nurses in this study 
highlighted different aspects used in their nursing practice to minimize the risk, or to protect 
themselves, from patient violence and aggression.  Given the nurses multiple experiences with 
patient violence and aggression, it was evident that they were concerned with how to keep 
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themselves, colleagues, and the patients they work with safe on the unit.  Nurses described the 
value of knowing a patient’s previous history of violence as an important component to risk 
management.  The correlation between a patient’s history of violence and risk for future acts of 
violence has been identified in previous studies (Dack et al., 2013; Harris et al., 2013).  
Assessing a patient’s risk for violence was described as a priority for nurses when a patient first 
arrived on the unit.  This was followed closely by the art of building rapport with patients.  
Nurses in this study described getting to know their patients as a way of discovering what 
personalized coping strategies patients use during times of distress.  Knowing a patient’s 
personal coping strategies provided nurses with information on how to support a patient in crisis 
while they were in hospital.  Gestures such as completing admission paperwork with patients, 
orienting patients to the unit and checking in throughout the nurses’ shift were ways to build 
rapport.  Nurses in another study spoke about maximizing efforts to get to know their patients 
prior to a crisis occurring (Perkins, Prosser, Riley, & Whittington, 2012).  Several participants in 
this study referred to the use of “personal safety plans” as a way of getting to know patients. The 
nurses would use personal safety plans to gain a better understanding of what strategies or 
techniques the patient had identified as being helpful and even unhelpful.  A personal safety plan 
is a tool used to capture information from the patient with regards to identifying potential 
stressors, self-identified coping strategies, previous experiences with seclusion or restraint, and 
preferred de-escalation techniques.  The personal safety plans discussed by the participants in 
this study was consistent with those referenced as seclusion reduction tools in the Six Core 
Strategies (Huckshorn, Lebel, & Jacobs, 2014).  Similar to previous research, nurses described 
increased likelihood of becoming less engaged with patients following an event of violence or 
aggression (Stevenson et al., 2013).  Nurses in this study recounted a tendency to spend an 
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increased amount of time at the nursing desk, or in the charting room.  When the risk for 
violence or aggression was high on the unit, one nurse described being less likely to spend time 
on the unit with patients.   It is important to note that while participants in this study strived to 
build therapeutic rapport with the patients they work with, the nurses highlighted that therapeutic 
rapport does not always serve as a protective factor for patient violence and aggression. 
Participants described challenges of creating a therapeutic and comforting environment 
with the desire to maintain staff and patient safety.  It was evident in nurses’ descriptions that 
employing restrictive measures, such as the use of seclusion rooms, was undesirable.  The use of 
seclusion in mental health and its potential traumatic effects have been well documented (Perkins 
et al., 2012).   At times, nurses in this study believed that in order to protect themselves, or 
patients, the use of seclusion was viewed as the only available option, and as Perkins et al. 
(2012) described, “a necessary evil” (p. 48).  Perkins et al. (2012) identified four factors staff 
believed influenced their decision to use seclusion.  The authors highlighted that nurses are met 
with complex and, at times, contradictory variables that influence their decision to use seclusion, 
which included: contextual demands, lack of options available, the escalatory effect of restraint 
itself, and the perception of risk.  Reflecting on, and analyzing, these types of clinical decisions 
was closely related to another important finding in this study; the nurses’ use of self-awareness.   
Self-awareness allowed participants to reflect on clinical decisions that had occurred or 
that were in the process of occurring.  During a violent event nurses described a limited amount 
of time to make clinical decisions as violence could escalate quickly.  Jack and Miller, (2008) 
described how “knowing our own strengths and limitations, understanding our own emotions and 
the impact of our behaviour in diverse situations serves to enhance therapeutic relationships with 
others in the mental health setting” (p. 31).  Being able to process information quickly and 
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utilizing previous knowledge and experience with managing violence and aggression appeared to 
be an asset to the nurses in this study. 
Nurses provided multiple examples of how they work towards providing a safe 
environment.  Some of the strategies included keeping a safe distance and practicing vigilance.  
Keeping a safe distance and practicing vigilance shared similarities in that they both refer to the 
act of observing.  Some nurses referenced Non-Violent Crisis Intervention (NVCI) as training 
provided by their employer with regards to maintaining safety. NVCI is a training program 
aimed at providing professionals with strategies for behaviour management with a focus on 
providing a safe and compassionate environment (Crisis Prevention Institute, 2019).   The 
difference in these two actions is that keeping a safe distance referred to participants becoming 
aware of their own proximity to patients, while practicing vigilance was intuitive and taking note 
of patients’ verbal and non-verbal cues.  One participant endorsed vigilance in preventing 
violence in acute care mental health settings.  Giaraelli et al. (2018) confirmed that nurses must 
continuously engage in vigilance as a form self-protection as they are the primary targets of 
violent and aggressive acts.  One might wonder if the concept of vigilance or hypervigilance may 
in fact be the result of cumulative experiences with patient violence, resulting in a stress 
response.  Studies on workplace violence for nurses have found that frequent exposure to 
violence or aggression, or the threat of these, increases nurses’ level of stress (Zerach & Shalev, 
2015).  Throughout their descriptions, nurses in this study highlighted the value of collaborating 
with their colleagues as a way of preventing and managing patient violence and aggression. 
Working as a team and utilizing police services were identified as collaborative strategies 
used in the prevention and management of patient violence.  Nurses in this study highlighted that 
every member of the team plays an important role in managing risk.  Most participants in this 
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studied highly valued the ability to use in hospital security services not only when violence is 
occurring, but also as way of preventing, or being proactive, when there is a potential threat.  It 
was clear in the nurses’ responses that having security services available resulted in an increased 
sense of safety.  Participants also spoke about the use of police services for volatile situations.  
Generally, it was reported that security personnel would determine if police services were 
required to manage a situation.  Some participants discussed using police services to file formal 
police reports following a patient assault.  There were mixed views among participants regarding 
whether they felt comfortable filing these types of reports.  While one participant described no 
hesitation in reporting to police, another endorsed that doing so could have detrimental effects to 
any future therapeutic relationship.  Participants described being less likely to charge someone 
who was suffering symptoms of a mental illness at the time of a violent event.  It was clear that 
throughout these mixed reviews, nurses in general did not feel supported or well-informed on the 
matter of police reporting.   Previous research found that legal implications in connection with 
violence and aggression towards mental health nurses, highlighted a lack of support in 
proceeding with charges from both management and police.  Baby, Glue and Carlyle (2014) 
reported that this lack of support was founded on the perception that violence and aggression is 
to be expected for nurses working in mental health settings. 
Nurses in this study discussed some key considerations for managing the risk of patient 
violence and aggression in acute care mental health settings.  Future considerations for nursing 
practice include a continued focus on collaboration.  Health care services are multidisciplinary 
and mitigating patient violence and aggression affects not only the nurses, but also the health 
care team as whole.  The nurses highlighted that the use of in-hospital security services cannot be 
underestimated.  Given the frequency of use described in this study, security services are 
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considered a critical part of the mental health team. It is crucial that policy makers and those in 
leadership include the observations and concerns of the clinical nurses involved in direct patient 
care.  Collaboration also includes the patients and their families.  Harris et al. (2013) suggested a 
comprehensive method to determine a patient’s history of violence which included information 
from various sources: self-reports; prior convictions; and collateral information from family 
members.  Given the mixed views and understandings of filing police reports, educators and 
policy makers may want to consider developing a strategy to assist and support mental health 
nurses with making these types of decisions.   
The Act of Patient Violence and Aggression in Acute Care Mental Health  
Participants readily shared their lived experiences of patient violence and aggression in 
acute care mental health settings.  Similar to findings in the research, (Hartley & Ridenour, 2011; 
Hesketh, et al., 2003; Howerton Child & Mentes, 2010; Llor-Esteban, et al., 2017; Stevenson et 
al., 2015) participants in this study shared a multitude of examples of patient violence and 
aggression.  The concept or perception from participants that violence is ‘part of the job’ was in 
keeping with findings from previous researchers (Bilgin, 2009; Lanza, Rierdan, & Zeiss, 2006; 
Ward, 2013).  Finally, nurses reported that while there are tools in place to track and predict the 
potential for future violence and aggression, their lived experiences highlighted the unpredictable 
nature of these types of events. 
The multiplicity and frequency of patient violence and aggression.   Types of violence 
described in this study included acts of physical and sexual violence.  In general, participants 
described verbal aggression as the most prevalent form of abuse they experience in acute care 
mental health settings. This finding was consistent with previous research studies (Howerton 
Child & Mentes, 2010; Jonker, Goossens, Steenhuis, and Oud, 2008; Stevenson et al., 2015; 
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Tonso et al., 2016; van Leeuwen & Hart, 2015).  All eight participants in this study had 
experienced verbal aggression. Two participants reported sexually aggressive behaviour, either 
witnessed or experienced.  Six participants experienced first-hand physical aggression, and all 
participants witnessed, or were aware of, physical aggression their nursing colleagues had 
experienced.   The findings of this study cannot be generalized to all nurses working in mental 
health, however, it is hard to ignore the prevalence of patient violence and aggression for the 
nurses in this study.  It is no wonder that this phenomenon has, in sense, become ‘part of the job’ 
for those working in mental health (Bilgin, 2009; Lanza, Rierdan, & Zeiss, 2006; Ward, 2013). 
Part of the job.  The perception that violence in acute care mental health is part of job 
was comparable to the perceptions of nurses shared in previous research studies (Bilgin, 2009; 
Lanza, Rierdan, & Zeiss, 2006; Ward, 2013).  Similar to findings completed by other researchers 
(Moylan, et al.,2014), one participant in this study reported they had not been assaulted at work 
until quite recently, despite verbally reporting a past experience of being struck during patient 
hygiene care.  Interestingly, the participant did not interpret that event as an episode of patient 
violence.  Another nurse described getting punched in the face and minimized the event by 
indicating they had not been seriously injured.  The idea that a certain amount of patient violence 
or aggression was to be tolerated and accepted in acute care mental health, was evident in the 
responses of participants in this research study.   Choiniere, et al. (2014) found that violence in 
acute care mental health becomes normalized as the result of experiencing daily violent events, 
steady occurrences of near misses, and a lack of recognition of events that are violent or 
aggressive in nature.  Administrators and those in leadership roles may assist mental health 
nurses by creating, and updating, policies and guidelines that promote safe work environments.  
Some of the participants explained that the reality of the mental health nurse is that they be 
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placed in a situation where they are working with a patient who has previously been violent or 
aggressive towards them.  Nurses described that being in these types of situations contributed, in 
part, to a feeling of uneasiness, or uncertainty in the workplace.   
The uncertainty of working in acute care mental health.  The nurses identified the 
unpredictable nature of working in acute care mental health settings.  Working with 
unpredictable and impulsive patients was described by the participants as having detrimental 
effects on their own mental health.  In some instances, mental health nurses can somewhat 
anticipate a violent or aggressive incident.  In other instances, these events appear to come out of 
nowhere, unprovoked, and without warning.  Nurses who were assaulted without warning 
described a feeling of initial shock followed by a sense of uneasiness and uncertainty, which 
remained present both immediately and long after the event had passed.  Nurses in this study 
described a relatively constant sense of uncertainty and feeling on edge.   
Another form of uncertainty described by the participants was self-doubt following 
intense situations of patient violence and aggression.  Nurses described events when patient 
violence and aggression was internalized as being some fault of their own and that they could 
have possibly prevented the event, even in those situations that were completely unprovoked and 
ultimately unpredictable.  This uncertainty continued long after the event and in some cases the 
nurses went home still trying to process the emotional state of uncertainty and the worrying 
thought process that goes with it.  Similar findings were discussed in previous studies in which 
themes emerging from female nurses included: an expectation that assault can occur; under 
reporting of assaults due to fear of administrative reprisal; perception of assaulted nurses that 
they are often blamed by colleagues, or administrators, for the assault; questioning of 
competency; and finally the effects of emotional and psychological trauma often outlast the 
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physical effects (Moylan, et al., 2014).  Due to the small sample size of this study and 
disproportionate number of females to males, it is difficult to comment on any potential gender 
differences regarding the experience of uncertainty and self-doubt.  Regardless of gender, it 
would be worthwhile for educators and administrators to assist mental health nurses with 
building resiliency against the unpredictable work environments they find themselves in.  One 
way of managing the unpredictable nature of violence would be the use of tracking tools.   
Tracking violence.  According to the participants in this study, two different tools are 
used within the regional health authority.  The Broset Violence Checklist (BVC), has been 
described as an easy to use and quick instrument to predict the risk of violence (Woods & Almik, 
2002).  A Canadian study by Woods, Olver, and Muller (2015) noted that the BVC provided 
predictive accuracy for short-term violence in forensic mental health settings, however, had 
limited ability to predict the relative seriousness of an incident of violence or aggression.  Nurses 
in the present study highlighted that while these calculated risk scores are meant to be shared 
with the next nursing shift, or during a patient transfer, these are often missed. Thus, participants 
using the BVC did not describe the instrument as being useful in predicting violence or 
aggression in their work environment. 
The Aggressive Incidents Scale (AIS) was another instrument described by participants in 
this study.  As previously mentioned, the AIS is a tool that records acts and severity of violence, 
using common language, as well as the level of intervention used by the care provider 
(Chiamowitz & Mamak, 2015).  Those nurses that used the AIS were less critical of its 
usefulness.  Nurses familiar with the AIS described using scores generated by the AIS to track 
violence and aggression.  This tracking allowed for team discussions regarding potential factors 
contributing to changes in a patient’s behaviour.  It was noted that AIS was useful in examining 
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trends over longer periods of time which allowed for adjustments to be made to a patient’s care 
plan. 
The use of risk assessment tools may contribute to creating a safer environment for both 
staff and patients (Woods, Olver, & Muller, 2015) and are increasingly being used to influence 
clinical decisions (Singh, Grann, & Fazel, 2011).  A meta-analysis of violence risk assessment 
tools found substantial variations in the ability to accurately predict violence and aggression, and 
heterogeneity in the instrument’s validity (Singh, Grann, & Fazel, 2011).  Singh, Grann, and 
Fazel, (2011) discovered that using tools specifically for the populations they were tested for in 
the initial validation of the tool, the higher the rate predictive ability.  This information may be 
valuable to policy makers.  The nurses in this study worked with the following populations and 
sub-populations: child and adolescent, adult, forensic, and addictions.  They reported that the 
most widely used risk assessment tool they used is the BVC.  It may be worthwhile to examine 
the usefulness of the BVC tool across such demographically varying populations.   
As mentioned throughout this paper, patient violence and aggression are a common 
occurrence for acute care mental health nurses.  The act of patient violence has been described as 
potentially unpredictable and often resulting in varying forms of self-doubt.  In this study 
participants identified multiple factors they believed contributed to patient violence and 
aggression.  These included: unsatisfied addiction, lack of autonomy, symptoms of a psychiatric 
illness, co-occurring disorders, and cognitive impairment.  The use of risk assessment tools had 
been implemented in attempts to predict potential violence and aggression as a way of mitigating 
uncertainty and informing clinical decisions for nurses.  Practice and education for acute care 
mental health nurses focusing on strategies to manage escalating behaviours, monitoring for 
aggressive cues, and the enhancement of de-escalation strategies may provide nurses with an 
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opportunity to gain confidence and competence in managing patient violence and aggression.  
Policy-makers involved with making decisions with regards to clinical tools, should review the 
use of current risk assessment tools to ensure the most appropriate, valid, and reliable tool is 
being used for the specific population it serves.  
The Aftermath of Patient Violence and Aggression in Acute Care Mental Health 
The aftermath included the events occurring following an act of patient violence and 
aggression as well as the consequences of such events.  The role of the organization in managing 
patient violence and aggression was mentioned by multiple participants.  The described negative 
outcomes associated with patient violence and aggression included increased sick time, injuries, 
deterioration of patient engagement, impact on life outside of work, as well as the retention and 
recruitment of mental health nurses. 
The role of the organization.  Multiple participants in this study expressed their 
concerns that little is being done at an organizational level to protect staff from patient violence 
and aggression.  At the time of these interviews, a violence prevention program was being 
implemented across the region.    At an organizational level, health care staff were engaging in 
online training modules specifically addressing violence in the workplace.  Interestingly, only 
two out of eight participants mentioned this initiative when asked what supports or training are 
available to them.  
Posters with the message that hospitals are ‘abuse-free’ were described by multiple 
participants.  These same participants described the ineffectiveness of these posters, which are at 
times torn down by patients ultimately are viewed as having little impact in mitigating or 
reducing violence and aggression in acute care mental health. 
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Participants commented on the Six Core Strategies, a seclusion reduction initiative 
implemented in their workplace.  Opposing views and unspecific descriptions of this seclusion 
reduction initiative were described by participants.  According to Goulet, Larue, and Dumais 
(2017), the Six Core Strategies program has been thoroughly researched and is the most 
frequently implemented seclusion and restraint minimization model for inpatient programs.  A 
systematic review of seclusion and restraint minimization programs found that these types of 
programs involve the following components: leadership, training, review, patient involvement, 
prevention tools, and attention to the therapeutic environment (Goulet, Larue, & Dumais, 2017).  
Due to the small sample size, further discussion with direct care nurses may provide more 
information with regards to the strengths and weaknesses of the violence prevention initiatives 
that are currently in place. 
Strong leadership has been identified as a major component in reducing the use of 
seclusion and restraint (Goulet, Larue, & Dumais, 2017).  The participants in this study 
perceived a lack of organizational involvement with regards to addressing violence and 
aggression in acute care mental health settings.  It would appear a more active, or visible, level of 
involvement is needed from those in administrative and leadership positions within the mental 
health system.  The discussion on this topic by the nurse, was limited, yet pertinent.  Further 
collaborative discussions between administrators, direct care nurses, and educators to examine 
the current efficacy of violence prevention programs is warranted.  The implementation of 
violence prevention programs that are not seen as useful, or effective by direct care mental health 
nurses are not only frustrating to these nurses, but also costly to administrators. 
Supports following a violent event.  Nurses in this study shared various forms of 
debriefing that occur following an event of patient violence or aggression.  Nurses highlighted 
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the importance of assessing when and how the debriefing process occurs.  Debriefing events 
were described as either occurring formally or informally.  Informal debriefing was described as 
unstructured, supportive conversations between colleagues.  Formal debriefings would bring in 
multiple members of the team to discuss the events that transpired and to look at alternatives or 
solutions for potential future violence or aggression.  Another version of a formal debriefing was 
the use of the Crisis Incident Stress Management (CISM) team.  “CISM is utilized to address the 
aftermath of violent acts and has evolved from earlier crisis intervention and group psychological 
debriefing procedures” (Everly, Flannery, & Mitchell, 2000, p. 23).  Despite frequent events of 
violence and aggression and access to a CISM team, CISM debriefings were underutilized 
according to the nurses in this study. 
A healing circle creates a place of safety in which group members identify and rectify 
behaviours that have become problematic for themselves or others (Thomas & Bellefeuille, 
2006).  The use of a healing circle was mentioned by two of the participants in this study.  The 
healing circle was described by the participants as a tool to bring together the patient and the 
staff in a gentle, non-threatening manner, in hopes of working together to repair the relationship 
and an opportunity to find solutions in hopes of preventing future events of violence and 
aggression.  A healing circle has been described as non-intrusive, holistic, and containing both 
elements of listening and sharing with others (Thomas & Bellefeuille, 2006).  The use of a 
healing circle was described by both participants as a process they would like to use in the future.  
As there is a disparity between Aboriginal and non-Aboriginal conceptions in mental health 
services (Thomas & Bellefeuille, 2006), it would be worth considering how the use of a healing 
circle may be helpful in creating a safe and inclusive space for sharing and listening to others 
with regards to events related to patient violence and aggression. 
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In this study, nurses described multiple inconsistencies with debriefing following patient 
violence and aggression, and in some circumstances, a complete lack of follow-up from 
managers.  Further research with regards to how to facilitate and support nurses in processing 
events related to patient violence and aggression is warranted.  Nursing educators and policy-
makers would benefit from speaking with direct care nurses about their experiences with patient 
violence and aggression to further understand what supports would be valuable.  The nurses in 
this study described frustration with the lack of consistency and this finding is an important 
consideration to the implementation of any future supportive interventions. 
The adverse effects of patient violence and aggression.  The repercussions of patient 
violence and aggression for acute care mental health nurses in this study were unsurprising.  
Participants described an increased use of sick time, injuries, psychological distress, a negative 
effect on their personal lives, an impact on the retention and recruitment of nurses in acute care 
mental health, and finally, the deterioration of patient engagement and break down in therapeutic 
rapport.  Similar consequences have been found in previous studies (Inoue, et al., 2006; Itzhaki, 
et al., 2015; Gascon et al., 2013; Llor-Esteban et al., 2017; Martin & Daffern, 2006; Tonso et al., 
2016; Yang et al., 2018).   
While the prevalence of post-traumatic stress disorder (PTSD) for nurses has been 
discussed in the literature (Jacobowitz, 2013; MNU, 2015; Richter & Berger, 2006; Zerach & 
Shalev, 2015) there was no significant discussion of PTSD by the nurses within this study.  This 
may be the result of a smaller sample size and the structure of the interview questions.  Some 
participants did disclose increased worry, or anxiety, related to their experiences with patient 
violence and aggression.  Nurses described needed time off for both mental and physical relief 
following patient aggression or violence.  Workplace violence has been correlated with 
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depersonalization and emotional exhaustion (Yang et al., 2018) and use of sick time (Nijamn et 
al., 2005).  One nurse in this study disclosed feeling uncertain about the longevity of her career 
in an acute care mental health setting.  This is a potential concern for administrators as it has 
been well documented that nursing workloads and workplace violence and aggression have been 
frequently identified as major contributing factors in the recruitment and retention of mental 
health nurses (Happell, 2008).  As nurses endorse higher levels of stress at work, one might 
wonder how this may impact the nurse’s ability to engage therapeutically with patients. 
The impact of patient violence and aggression on the nurse-patient relationship has been 
previously discussed (Druxberry & Whittington, 2004; Martin & Daffern, 2006; Stevenson et al., 
2015).  Nurses in this study described being less likely to spend time on the unit and more time at 
the nursing desk when the threat of violence or aggression is high.  While this behaviour serves 
as a protective, or self-preservation, strategy for the nurses, it inhibits the ability to build rapport 
with patients.  In this study, nurses described building rapport with patients by engaging in 
communication about likes and dislikes, completing admission paperwork collaboratively, and 
participating in recreational activities together.  Stevenson et al. (2015) discussed how following 
an act of violence or aggression nurses distanced themselves from patient physically, while 
others refused to work with the aggressor in hopes of slowly regaining some rapport with the 
individual, as well as their own self-confidence.  The processing that takes place after an event of 
violence and aggression is an important consideration for both policy-makers and educators.  It is 
likely that no two nurses will require the same level of post-event intervention.  Following an 
event of violence and aggression, policy-makers and educators may be of greater service by 
engaging in supportive dialogue with direct care nurses to find out the needs of victims.  While 
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nurses work towards providing patient-centered care, it would appear that it is also important to 
focus some of the conversation on the experiences the nurses’ themselves (Inoue et al., 2006). 
The emotional fallout.  Observations of fear and disempowerment were evident in the 
participants descriptions of their lived experiences.  The psychological impact of violence and 
aggression in acute care mental health has detrimental effects on mental health nurses.  Nurses in 
this study not only described the fear of long-lasting physical injury for themselves but also fear 
for their colleagues.  Fear manifested in multiple ways which included: avoiding work, or 
minimizing contact with patients; mindful considerations as to what might contribute to personal 
risk, such as lanyards, watches, or wearing long hair down; and physical location of self with 
regards to other patients on the unit.   
Nurses in this study repeatedly recounted a general sense that no one is looking out for 
their safety or wellbeing.  Patient violence and aggression was described as occurring due to 
various factors.   The nurses explained that violence and aggression is not always preventable, 
but there was a general sense of uncertainty with regards on the ways in which to minimize 
violence and aggression.  Nurses descriptions contained themes of feeling disempowered, and a 
sense of hopelessness with regards to improving safety in acute care mental health.  Various 
initiatives targeted at improving the safety of patients and the nurses were criticized as not being 
overly helpful in meeting that goal.  The perception of increased substance use in hospital was 
another example where nurses described feeling a lack of control. 
In summary, participants descriptively shared their experiences with patient violence and 
aggression while working in acute care mental health settings.  The participants described 
various elements of patient violence and aggression as occurring before, during, and after a 
specific event.  The discussion in this chapter included themes elicited from the research which 
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included: multiple experiences of patient violence and aggression, antecedents to violence and 
aggression, the uncertainty of violence and aggression, managing the risk of violence, the role of 
the organization, uncovering the potential consequences, and disempowerment.  This chapter has 
highlighted how these themes occur over three distinct periods of time.  There is certainly a 
cyclical nature with regards to the experience of patient violence and aggression.  The events and 
elements that participants discussed as occurring after an event of workplace violence appear to 
have an impact on the precursors of patient violence and aggression.  
Future Research Directions 
This research may be used to further understand the experience of patient violence and 
aggression for acute care mental health nurses.  Due to the limited number of studies on the lived 
experiences of acute care mental health nurses, future qualitative research in this area is highly 
recommended.  It is unclear if the significance of the emotional and psychological impact would 
be as strongly conveyed using only quantitative methods.  The ability to put words on the 
experience facilitated a deeper understanding of the ways in which nurses experience violence 
and aggression in their workplace.  Future considerations, as seen in Table 2: Future 
Considerations, included addressing the precursors to patient violence and aggression, 
recommendations for acute care mental health nurses, recommendations for the organization, and 
a focus on collaboration.  Educators, policy makers, and researchers can work together to 
achieve these recommendations. 
This study provided evidence that the impact of patient violence and aggression goes 
beyond the direct consequences experienced by nurses.  Patient violence and aggression has 
organizational consequences and may negatively impact the quality of patient care.  Thus, it 
would be worthwhile to continue engaging in meaningful dialogue with direct care nurses to gain 
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a more inclusive understanding on what is contributing to the problem and how policy-makers 
and nurses can work together to find creative solutions.   
Table 2: Future Considerations 
Address Precursors to Patient Violence and Aggression 
• Further examine issues around smoking, enhance knowledge of nicotine replacement 
therapy for nurses and collaborate with patients regarding the impact of not being able 
to leave the unit to smoke 
• Improve access to activities on the unit 
• Enhance the presence of peer-support workers on the unit 
• Examine impact of substance abuse in acute care mental health and develop strategies 
to deal with increased use of crystal methamphetamine  
Recommendations for Acute Care Mental Health Nurses 
• Promote autonomy and ability to maintain self-control for acute care mental health 
patients, provide choices when available, use personal safety plans 
• Continue to foster nurse-patient relationships 
• Promote and engage in self-care and self-awareness 
• Continue focus on teamwork and engaging with security services as needed 
Recommendations for the Organization 
• Evaluate the efficacy and use of violence tracking tools (i.e.: BVC, AIS) 
• Provide consistent follow-up after a reported event of patient violence and aggression 
• Evaluate the effectiveness of current violence prevention initiatives, seek feedback 
from acute care mental health nurses 
• Address issues related to reporting incidents of patient violence and aggression to 
police 
• Acknowledge and address the impact of verbal aggression 
Focus on Collaboration 
• Nurses’ voices need to be heard.   
• Collaboration between organizations, policy makers, patients, and nurses may yield 
better results with regards to addressing patient violence and aggression in acute care 
mental health 
 
Strengths and Limitations 
This research provided further discussion on the lived experiences of patient violence and 
aggression for acute care mental health nurses in the context of a large urban city.  The small 
sample allowed for rich descriptions that highlighted nurses’ experiences and allowed for 
meaningful data analysis.  The researcher’s familiarity with the subject matter was helpful in 
being able to understand the deeper meanings of the participants’ descriptions.   
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Several limitations are associated with this study.  Due to a small sample size, the 
researcher was unable to draw any conclusions on potential gender differences that may occur 
within the experience of patient violence and aggression.  A larger sample size may have elicited 
additional themes.  Nurses were recruited on a voluntary basis, thus there may be an over-
representation of how much violence and aggression is experienced in this health care setting, as 
the voices of these eight participants does not reflect the experiences of all acute care mental 
health nurses.  The recruitment of nurses was also limited to those who were actively working 
within the past year, thus this may have inadvertently omitted nurses who have left the 
profession due to the very phenomenon being examined.  The heterogeneity of the patient 
populations discussed by nurses may have resulted in missed opportunity to examine the nuances 
that may occur within specific patient populations.   
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Chapter 6: Conclusion 
 Violence in health care settings occurs more frequently than in many other work 
environments.  Previous research findings indicated that mental health nurses experience higher 
levels of workplace violence aggression compared to other nursing specialties (Hartley & 
Ridenour, 2011; Hesketh, et al., 2003; Howerton Child & Mentes, 2010; Yang, et al., 2018).  
Despite the abundance of literature with regards to violence occurring in acute care mental health 
settings, there is a paucity of research on lived experiences of acute care mental health nurses.  
Van Manen’s (1997) hermeneutic phenomenological method was used to answer the research 
question for this study: what are the lived experiences of acute care mental health nurses in 
dealing with violent or aggressive patients? 
 Eight acute care mental health nurses shared their lived experiences of patient violence 
and aggression in their workplaces.  Based on previous research and literature reviews, it was 
unsurprising that all the participants interviewed shared multiple examples of both lived and 
witnessed experiences of patient violence and aggression.  Major themes elicited from these 
interviews included: multiple experiences of patient violence and aggression, antecedents to 
violence and aggression, the uncertainty of violence and aggression, managing the risk of 
violence and aggression, the role of the organization, uncovering the potential consequences, and 
disempowerment. The nurses’ experience with patient violence and aggression were described as 
occurring over three different time periods.  These were discussed as being events before 
violence or aggression took place, or the roots of patient violence and aggression; the events 
during, or the act of patient violence and aggression; and finally, the aftermath of patient 
violence and aggression.  Similar to Baby et al. (2014) the participants described workplace 
violence occurring in a cyclical manner.  The experience of patient violence and aggression 
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occurs in a continuous cycle, the events from the aftermath influencing the events prior to 
another event or incident of patient violence or aggression. 
 There was no doubt in the nurses’ descriptions that patient violence and aggression is a 
serious problem affecting not only the nurses as victims but also played a role in the nurses’ 
ability to provide care and engage therapeutically with patients.  Patient violence and aggression 
affects everyone on the unit, even those not directly involved.  The impact to the organization 
was also highlighted by participants.  Use of sick time and even the retention and recruitment of 
nurses to area of mental health was discussed.  The impact on the morale of mental health nurses 
was palpable. 
 It was striking to the researcher the level of disempowerment and hopelessness that was 
described by the participants.  The idea that no one is looking out for the safety and wellbeing of 
nurses was endorsed by multiple participants.  This begs the question, how are nurses to provide 
safe and supportive environments when they themselves do not feel safe, or supported, by those 
in leadership? 
 The general opinion of nurses in this study is that patient violence and aggression is 
occurring more frequently and appears to be correlated to an increased prevalence of substance 
abuse, both in and out of hospital. Crystal methamphetamine was mentioned by multiple 
participants and was viewed as a highly problematic issue with regards to increased risk of 
patient violence and aggression.  Research and education with regards to working in acute care 
mental health settings with patients that have a substance use disorder, specifically crystal 
methamphetamine, is warranted.   
 This study justified a need for further qualitative research on the lived experiences of 
acute care mental health nurses.  Since patient violence and aggression has such a broad impact, 
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initiatives focused on reducing violence and aggression in acute care mental health need to be a 
collaborative process between administrators, educators, direct care nurses, and patients utilizing 
mental health services.  Nurses are known for their role as health care providers to those in need.  
If nurses themselves do not feel safe, or cared for, their ability to provide care and engage 
therapeutically with patients is compromised.  Based on previous research and current findings, 
ongoing research and dialogue on the lived experiences of patient violence and aggression for 
acute care mental health nurses is imperative.   
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Appendix B – TCPS 2: CORE Certificate of Completion 
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Appendix C: Interview Guide 
The Experience of Acute Care Mental Health Nurses in Dealing with Violent or Aggressive 
Patients 
 You have been asked to participate in this study because you are an acute care mental 
health nurse, working in an in-patient, hospital setting and have self-identified as being an 
individual who has experienced patient violence at work.  The purpose of this study is to explore 
your lived experience of dealing with patient violence in your role as an acute care mental health 
nurse. 
 I would like to take this time to remind you that this interview is being audio recorded. 
By law, I am required to report any disclosure of abuse of a person in care that is revealed to me 
throughout the course of the interview.  If at any time you feel uncomfortable, or wish to stop, 
please let me know.  Take as much time as needed to answer questions.  You may choose not to 
answer some questions and that is perfectly fine. This interview is confidential.  My thesis 
advisor, a transcriptionist, who has signed a transcriptionist confidentiality agreement, and I are 
the only individuals who will have access to your responses.  Identifiable information, including 
your name, will not be included in the transcribed interviews. 
Professional History 
 In order to understand your professional background, I would like to ask you some 
general questions about your education and work experience.  Refer to Appendix B, the 
demographic questionnaire.  
Interview Guide 
1. Please tell me about your nursing role and what led you to work in psychiatry. 
2. Please describe your experience with patient violence and aggression in an acute care 
mental health setting. 
3. What do you consider to be patient violence/aggression? 
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4. What personal outcomes of exposure to patient violence and aggression have you 
experienced? 
5. What professional outcomes of exposure to patient violence and aggression have you 
experienced?   
6. What factors do you think contribute to patient violence and aggression? 
7. Can you describe any factors and strategies that influence how you deal with violent or 
aggressive patients? 
8. In your opinion, what unit and organizational structures, policies, or processes facilitate 
prevention of violence and aggression? 
9. In your opinion, what type of supports are required for the management of patient 
violence and aggression? 
10. In your opinion, what supports do nurses need following an incident of patient violence? 
11. What advice would you give to a fellow nurse regarding patient violence? 
12. Do you have any final thoughts you would like to share about your experiences with 
patient violence and aggression?  
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Appendix D: Demographic Questionnaire 
Demographic Survey 
1) Participant # (for researcher’s purposes only):       
3) Age Range (select one): 
a) 20 - 34 
b) 35 - 49 
c) 50 - 64 
d) 65 + 
4) Gender: 
5) [ ] Registered Psychiatric Nurse [ ] Registered Nurse 
6) Nursing Education: 
[ ] Diploma        Year Completed_____________ 
[ ] Baccalaureate       Year Completed_____________ 
[ ] Graduate Degree (Explain below)    Year Completed_____________ 
__________________________________________________________________________ 
[ ] Other (Explain) ___________________________________________________________ 
7) Total years of acute in-patient mental health nursing practice: _______________________ 
8) Number of years working with a) youth  ____________   b) adults ___________________ 
9) Total years of psychiatric nursing practice: ______________________________________ 
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Appendix E: Request for Permission to Access Nurses 
 
 
                Brandon University 
                Faculty of Health Studies 
  (To be printed on BU Letterhead)          Brandon, MB 
(To be addressed to CRPNM or CRNM, depending on college)              Phone: 204-727-7409 
                Fax: 204-571-8568 
 
Re: Request for permission to access mental health nurses through the College of Registered 
Psychiatric Nurses of Manitoba (CRPNM) and the College of Registered Nurses of Manitoba 
(CRNM) 
Dear CRPNM/CRNM: 
My name is Annette McDougall and I am a student in the Master of Psychiatric Nursing 
Program, Faulty of Health Studies, Brandon University.  I am conducting a qualitative research 
study as part of the requirements of my program, and I would like to request an email letter of 
invitation be sent out to mental health nurses through the College of Registered Psychiatric 
Nurses (CRPNM)/College of Registered Nurses of Manitoba (CRNM) on my behalf.  My thesis 
advisor is Dr. Dean Care.  The title of my thesis is, “The Experience of Acute Care Mental 
Health Nurses in Dealing with Violent or Aggressive Patients”. 
The purpose of this study is to examine the impact of patient violence and aggression for nurses 
working in acute care mental health settings.  Violence in the workplace is more common in 
health care settings than in many other work environments.  Due to the increasing rates of 
violence experienced by nurses, it becomes necessary to explore the impact of violence and 
aggression for acute care mental health nurses.  
My sample will include Registered Psychiatric Nurses/Registered Nurses, registered with the 
CRPNM/CRNM who have indicated they work on an in-patient acute care mental health unit in 
Winnipeg, Manitoba.  They will be invited to participate in the study via an email recruitment 
letter (see attached message, Appendix D) to take part in the study if they have experienced 
patient violence or aggression, while working on an in-patient acute care mental health unit.  
Participants will be those who are actively working, or have worked within the last year, with 
youth or adult populations on an in-patient unit, in an acute care mental health setting.  Those 
participants with less than one year experience, will be excluded from the study. 
Participation in this study is completely voluntary and it will be made clear that it is not in any 
way associated with the CRPNM/CRNM. 
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Participants of the study will be asked to meet for an interview lasting approximately 60 minutes.  
The interview will occur in a mutually agreed upon place, and time.  This interview will be audio 
recorded.  Consent will be obtained to have the interview recorded.  In the event responses need 
to be clarified, or additional information is needed, participants may be asked to participate in a 
follow-up interview.  If a follow-up interview is required, participants will be asked to read, 
review, and sign the consent form again.   
 
The identities of participants will be protected.  Participant names will not appear in any report 
or publication of the research.  The information collected during the study will be stored in a 
locked box, or on a digital password protected universal serial bus (USB).  My thesis advisor will 
have access to coded data only.  All collected data will be destroyed after the publication of the 
study in a peer-reviewed journal.  All digital data will be deleted and paper copies shredded.   
 
Gaps in nursing literature indicate there is a need to further explore the psychological impact of 
patient violence and aggression for nurses working in acute care mental health settings.  
Understanding the impact of patient violence and aggression for acute care mental health nurses 
is imperative not only for the population being studied, but also for the patients they work with 
on a daily basis.  Results of this study will be published in a peer-reviewed journal, and at 
scholarly conferences. 
 
I understand that there may be a cost associated with third party mailings and I am prepared to 
cover these costs.  This research has been approved by Brandon University Research Ethics 
Board. (Letter will be sent only once approval has been obtained) 
 
Thank you for taking the time to consider my request.  If you have any questions about the study, 
you may ask me, or my advisor at the contact information given below.  I look forward to 
hearing from you about access to mental health nurses through the College of Registered 
Psychiatric Nurses of Manitoba (CRPNM) and College of Registered Nurses of Manitoba 
(CRNM). 
 
Sincerely,  
 
Annette McDougall, RPN, BScPN 
Mcdougat62@brandonu.ca 
(204) 997-5631 
 
Dr. Dean Care 
cared@brandonu.ca 
(204) 727-7456 
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Appendix F – Letter of Invitation 
Email of information sent on my behalf by the CRPNM/CRNM to RPNs/RNs working in 
acute care mental health in the city of Winnipeg, Manitoba 
(Letter addressed as either Dear RPN or Dear RN, depending on the college) 
                       Brandon University 
                Faculty of Health Studies 
  (To be printed on BU Letterhead)          Brandon, MB 
                Phone: 204-727-7409 
                Fax: 204-571-8568 
 
Dear RPN/RN, 
My name is Annette McDougall and I am a student in the Master of Psychiatric Nursing 
Program, Faulty of Health Studies, Brandon University.  I am conducting a qualitative research 
study as part of the requirements of my program.  My thesis advisor is Dr. Dean Care.  The title 
of my thesis is, “The Experience of Acute Care Mental Health Nurses in Dealing with Violent or 
Aggressive Patients”. 
You have been selected to receive this email invitation because you are a RPN/RN registered 
with the CRPNM/CRNM and have indicated that you work in an acute care mental health setting 
in Winnipeg, MB.  You are invited to take part in the study if you have experienced patient 
violence or aggression, work in acute care mental health, are actively working, or have worked 
within the last year, with youth or adult populations.  Participants must have a minimum of one 
year in-patient acute care mental health experience. Participation in this study is voluntary and is 
not in any way associated with CRPNM, CRNM, or the Winnipeg Regional Health Authority. 
The purpose of this study is to examine the impact of patient violence and aggression for nurses 
working in acute care mental health settings.  Violence in the workplace is more common in 
health care settings than in many other work environments.  Due to the increasing rates of 
violence experienced by nurses, it becomes necessary to explore the impact of violence and 
aggression for acute care mental health nurses.  
If you agree to participate in the study, you will be asked to meet for an interview lasting 
approximately 60 minutes.  The interview will occur in a mutually agreed upon place, and time.  
This interview will be audio recorded.  Signing this form indicates you have consented to have 
the interview recorded.  In the event your responses need to be clarified, or additional 
information is needed, you may be asked to participate in a follow-up interview.  If a follow-up 
interview is required, you will be asked to read, review, and sign the consent form again.   
 
Your name and any specific identifying data will not be shared in any report, publication, or 
presentation of this research.  The information collected during the study will be stored in a 
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locked box, or on a digital password protected universal serial bus (USB).  The thesis advisor 
will have access to coded data only.  All collected data will be destroyed after the publication of 
the study in a peer-reviewed journal.  All digital data will be deleted and paper copies shredded.   
Gaps in nursing literature indicate there is a need to further explore the psychological impact of 
patient violence and aggression for nurses working in acute care mental health settings.  
Understanding the impact of patient violence and aggression for acute care mental health nurses 
is imperative not only for the population being studied, but also for the patients they work with 
on a daily basis.  Results of this study will be published in a peer-reviewed journal and presented 
at scholarly conferences. 
Thank you for taking the time to read this information.  If you would like to participate in this 
study, or have any questions, you may contact me at the information below.  This research has 
been approved by the Brandon University Research Ethics Board.  If you have any ethical 
concerns, please contact BUREC at 204-727-9712, or burec@brandonu.ca. 
Sincerely,  
 
Annette McDougall, RPN, BScPN 
Mcdougat62@brandonu.ca 
(204) 997-5631 
 
Dr. Dean Care 
cared@brandonu.ca 
(204) 727-7456 
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Appendix G: Consent Form  
                Brandon University 
                Faculty of Health Studies 
  (To be printed on BU Letterhead)          Brandon, MB 
                Phone: 204-727-7409 
                Fax: 204-571-8568 
 
Research Project Title: The Experience of Acute Care Mental Health Nurses in Dealing with 
Violent or Aggressive Patients 
 
Principal Investigator:  
Annette McDougall, RPN, Master of Psychiatric Nursing Program, Brandon University 
 
Thesis Advisor: 
D. Dean Care, Dean and Professor of Health Studies, Faculty of Health Studies, Brandon 
University 
 
This consent form will be used as part of the process of informed consent.  A copy of this form 
will be provided to you for your personal records and reference.  The purpose of this form is to 
provide you with a general sense of this research project and what your participation will 
involve.  If you require more information on anything discussed on this form, or information not 
found on this form, you should feel free to ask.  Please take the time to read through this form 
carefully and to understand the components of this research project. 
 
You have been invited to participate in a study entitled: “The Experience of Acute Care Mental 
Health Nurses in Dealing with Violent or Aggressive Patients” that is being conducted by me. 
 
Purpose and Objectives 
The purpose of this study is to examine the impact of patient violence and aggression for nurses 
working in acute care mental health settings.  Violence in the workplace is more common in 
health care settings than in many other work environments.  Due to the increasing rates of 
violence experienced by nurses, it becomes necessary to explore the impact of violence for acute 
care mental health nurses. Gaps in nursing literature indicate there is a need to further explore the 
psychological impact of patient violence and aggression for nurses working in acute care mental 
health settings.  Understanding the impact of patient violence and aggression for acute care 
mental health nurses is imperative not only for the population being studied, but also for the 
patients they work with on a daily basis. 
 
Inclusion Criteria and Participation 
You are being invited to participate in this study because you are a direct care mental health 
nurse working in acute care psychiatry who has recently reported patient violence.  Participation 
for this study is voluntary and your consent to participate will not be discussed with your unit 
manager.  If you consent to participate, you may withdraw prior to data analysis.  To withdraw 
from the study, you may contact me by either phone or email.  Once data has been analyzed you 
will not be able to withdraw any information you have provided.  Information can be withdrawn 
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within two weeks post interview.  Any data collected on participants who withdraw from the 
study prior to data being analyzed, will not be used and will be destroyed by the researcher. 
 
 
What is involved? 
 If you agree to participate in the study, you will be asked to meet for an interview lasting 
approximately 60 minutes.  The interview will occur in a mutually agreed upon place, and time. 
The interview may take place in a private room at Health Sciences Centre or in your home.  This 
interview will be audio recorded.  Signing this form indicates you have consented to have the 
interview recorded.  In the event your responses need to be clarified, or additional information is 
needed, you may be asked to participate in a follow-up interview.  If a follow-up interview is 
required, you will be asked to read, review, and sign the consent form again.   
 
Risks 
This study will take place outside of work hours and may be an inconvenience to you.  The study 
will be examining the impact of patient violence and aggression which may lead to feelings of 
discomfort.  The researcher is a Registered Psychiatric Nurse who is educated on assessing 
mental health needs.  Should you require debriefing or third party counseling, services such as 
the Manitoba Blue Cross Employee Assistance Plan (EAP) and the Crisis Response Centre are 
available.  Manitoba Blue Cross EAP can be contacted at 204.786.8880and the Crisis Response 
Centre (CRC) offers walk-in treatment for those in a mental health crisis.  The CRC is located at 
817 Bannatyne Ave, Winnipeg, MB.  .    As mentioned, if at any time you wish to withdraw from 
this study, you may do so without penalty or consequence.  All of your collected information will 
be destroyed once the findings have been shared at a thesis defense, and published in a peer-
reviewed journal.  By law, I am required to report to the appropriate authorities any disclosure of 
abuse of children or persons in care that is revealed to me in the course of the interview.  
 
Benefits 
The knowledge gained through this research will be used to develop a deeper understanding of 
the experience of patient violence and aggression for mental health nurses. This understanding 
can be used by administrators to address the safety needs of nurses working in acute care 
psychiatry. 
 
Confidentiality  
Your name and any specific identifying data will not be shared in any report, publication, or 
presentation of this research.  The names of patients, or colleagues, that may be exposed in the 
interview will kept anonymous and will not be shared in any report, publication, or presentation.  
The information collected during the study will be stored in a locked box, or on a digital 
password protected universal serial bus (USB).  My thesis advisor will have access to coded data 
only.  Once the interviews have been transcribed, the transcriptionist will destroy all digital and 
paper copies.  All collected data will be destroyed five years after the thesis defense.  All digital 
data will be deleted and paper copies shredded.  If you have any ethical concerns, please contact 
Brandon University Research Ethics Committee (BUREC) at 204-727-9712, or 
burec@brandonu.ca. 
 
Dissemination of Results 
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The researcher will be sharing the results of this study in the following ways: thesis presentation, 
published article, and as a poster presentation at mental health conferences.  After completion, a 
summary of the results will be shared with each participant.  You will be asked to indicate how 
you would like to receive this information. 
 
By signing this form you acknowledge that you have read and understood the information 
presented and agree to participate as a subject in this study.  You have the right to withdraw from 
the interview at any point.  Data that has been collected during the interview process, may be 
withdrawn within two weeks post interview.  After two weeks data will be analyzed and you will 
not be able to withdraw the information you have provided.  By consenting you have not waived 
your rights to legal recourse in the event of research related harm.  As the process of consent is 
ongoing, do not hesitate to ask questions throughout your participation.   
 
Participant’s Signature: _________________________________      Date: _______________ 
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Appendix H – Transcriptionist Confidentiality Agreement  
(To be printed on Brandon University Letterhead) 
 This purpose of this form is to further ensure that the confidentiality of all research data is 
upheld.  You are asked to read the information below and sign you name indicating that you 
agree to honor this pledge of confidentiality. 
 I, ______________________________________, transcriptionist agree and pledge to 
keep confidential any information, including audio tapes and documentations received by 
Annette McDougall, related to her research study, The Experience of Acute Care Mental Health 
Nurses in Dealing with Violent or Aggressive Patients.  Furthermore, I agree:  
1. To keep all research information shared with me confidential by not discussing or 
sharing the information with anyone other than the principal researcher of this 
study, Annette McDougall.  I will also protect the identity of any participant that 
may be inadvertently revealed during the transcription of the audio-taped 
interviews. 
2. To refrain from making copies of any audio tapes or documents, unless 
specifically asked by Annette McDougall. 
3. To store all media files and study-related materials in a safe, secure location as 
long as they are in my possession.  
4. To keep all transcript documents and digitized interviews in computer-password 
protected files, and close any transcription programs when temporarily away from 
the computer. 
5. All electronic files containing study-related documents will be deleted from my 
computer hard drive, as well as back-up devices, after consultation with Annette 
McDougall has indicated it is appropriate to do so. 
 
_________________________________   ____________________________ 
Signature of transcriber     Date 
 
_________________________________   ____________________________ 
Signature of principal researcher    Date 
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Appendix I – Field Notes 
 
Participant #_________________ 
Date _____________________ 
1. Thoughts regarding how the interview went (e.g., flow, any interruptions or distractions, 
etc.). 
 
 
 
2. Were there any issues with any of the questions on the interview guide?  Please describe. 
 
 
 
 
3. Based on this interview, any thoughts on additional questions that could be added to the 
guide? 
 
 
 
4. Anything that particularly stood out in this interview (e.g., any interesting insights, 
concerns, etc.) 
 
 
 
5. What emotional reactions did I experience during this interview? 
 
 
 
 
 
